Maintaining One's Health While Homeless by Cline, Jennifer
Running	Head:	MAINTAINING	ONE’S	HEALTH	WHILE	HOMELESS	 1	
 
 
 
 
 
 
 
 
 
 
 
Maintaining One’s Health While Homeless 
 
Jennifer Cline, MSN, APRN, ANP-BC, ACNP-BC 
 
Drexel University 
 
College of Nursing and Health Professions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Running	Head:	MAINTAINING	ONE’S	HEALTH	WHILE	HOMELESS	 2	
Acknowledgements 
 
 
Completion of this research would not have been possible without the support, guidance, and  
 
generous investment of time from a diverse community of individuals and organizations.  
 
With sincere gratitude, I wish to specifically acknowledge the following. 
 
• To Dr. Ellen Giarrelli, my DNP committee chair, thank you for saying yes to this 
 project when others had said no. Your enthusiastic support and expert guidance gave me 
the direction and confidence to realize my vision for this research project. 
 
• To Dr. Cheryl Swayne, thank you for your guidance with this project and allowing me to 
tap into your extensive knowledge and experience providing health care to the homeless 
in Northern Kentucky. Your mentorship and authenticity have always been a stellar 
example of what it really means to serve the homeless. 
 
• To Welcome House of Northern Kentucky, Emergency Shelter of Northern Kentucky, 
and Kenton County Public Library, thank you for providing me enthusiastic support and 
generous access to your resources and homeless clients. 
 
• To the homeless individuals who chose to participate in this research, thank you for your 
acceptance, trust, and willingness to share your experiences. Your stories and resilience 
are nothing short of inspiring. I am humbled and honored to be your advocate and friend. 
 
 
?????????????????????????????????????????????????????
??????????????????????????????????????????????????
????????????????????????????????????????????????????????
??????????????????????
?
Running	Head:	MAINTAINING	ONE’S	HEALTH	WHILE	HOMELESS	 3	
 
 
Table of Contents 
 
Abstract……………………………………………………………………………………...……5 
 
(Background and Significance) ……………………………………………………………...….6 
  
 Purpose and clinical question………………………………………………………...…9 
 
 Project aims and objectives………………………………………………………….….9 
 
 Definition of terms…………………………………………………………………...…10 
 
Review of Literature……………………………………………………………………………11 
 
 Literature search method…………………………………………………………...….11 
 
 Evidence appraisal…………………………………………………………………..….11 
 
 Summary……………………………….……………………………………….…….…22 
 
Conceptual Framework…………………………….………………………………….……….22 
 
Methodology…………………………………………………………………………………….24 
  
 Design……………………………………………………………………………………24 
 
 Participants/Sample………………………………………………………………....….25 
 
 Setting and Resources……………………………………………….……….…………26 
 
 Recruitment…………………………………………………………………….….……29 
 
 Measures……………………………………………………………………………...…29 
 
Data Collection………………………………………………………………….………………31 
 
Data Analysis……………………………………………………………………………………34 
 
 Data Management…………………………………………………………………...….36 
 
 Human Subjects Protection………………………………………………………...….37 
 
 Timeline……………………………………………………………………………...….40 
 
Running	Head:	MAINTAINING	ONE’S	HEALTH	WHILE	HOMELESS	 4	
  
Results……………………………………………………………………..…………………….39 
 
 Sociodemographics……………………………………………………………………..40 
 
 Health self-efficacy……………………………………………………………………...41 
 
 Perceptions of health………………………………………………………………...….41 
 
Discussion……………………………………………………………………………………….53 
 
Strengths and Limitations………………….………………………………………….……….58 
 
Clinical Implications and Summary…………………………………………………….…….60 
 
References ……………………………………………………………………...……………….62 
 
Appendices…... ……………………………………………………………………...……….…73 
 
Tables, Figures, and Boxes ….…………………………………………………………………91 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Running	Head:	MAINTAINING	ONE’S	HEALTH	WHILE	HOMELESS	 5	
Abstract 
 
Background and Significance: The interdependence of housing and health is substantial. A lack  
 
of housing is an independent risk factor for indiscriminate use of acute health services by  
 
homeless adults that is not offset by coverage with health insurance. Crisis driven service access  
 
leads to poor health outcomes with higher morbidity and mortality. Current recommendations,  
 
policies, and processes to address these issues are largely based upon the perceived needs of  
 
homeless adults from the viewpoint of service providers and are compounded by stereotype bias.  
 
Less known are the practical strategies homeless persons use to maintain their health and how  
 
they prioritize their health needs. This topic exposes an important informational gap. The  
 
purposes of this project were to a) uncover health related experiences of homeless adults, b)  
 
identify resource assets and deficits as perceived by homeless adults, and c) determine best  
 
practices for assisting a person who is homeless to meet their health care needs. The conceptual  
 
framework for this project was participatory action research. 
 
Methods: A mixed methods approach was used that combined Photovoice with a pre/post  
 
assessment of health self-efficacy. 
 
Evaluation: Pre and post scores on the Health Self-Efficacy scale were compared for any  
 
change in perception related to study participation. In depth interviews with participants were  
 
facilitated by critical discussion of the photographs they took. The interviews were recorded,  
 
transcribed verbatim, and then thematic analysis applied. 
 
Clinical Implications and Summary: The findings offer insight into best practices for  
 
improving health outcomes and informing policy and advocacy initiatives. 
 
Keywords: Photovoice, participatory action research, homeless, health, housing, policy,  
 
health disparities, self-efficacy, stereotype bias 
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Maintaining Health While Homeless 
 
(Background and Significance) 
 
 The interdependence of housing and health is substantial and significant. The evidence 
firmly establishes unstable housing as an independent risk factor for poor health outcomes and 
disproportionately high use of acute health care services that is not offset by coverage with 
health insurance  (Buck, Brown, Mortensen, Riggs & Franzini, 2012; Chambers et al., 2013; 
Doran et al., 2013; Hwang et al., 2010; Hwang, Weaver, Aubry & Hoch, 2011; Kertesz et al, 
2013; Ku, Scott, Ku & Pitts, 2010; Lin, Bharel, Silva, Smith & Upshur, 2013; Zhang, O’Connell 
& Clark, 2015; Wen-Chieh, Bharel, Zhang, O’Connell & Clark, 2015; Zlotnick, Zerger, & 
Wolfe, 2013).  Financial incentives influence hospitals to discharge patients earlier, avoid 
readmission of patients inside of thirty days, and defer management of increasingly complex 
health conditions to the individual and community (Batty & Ippilito, 2015). This is predicated 
upon access to stable housing that includes the usual basic conveniences to maintain health and 
hygiene; the ability to navigate specialized health services; and the capacity to coordinate and 
manage one’s care. Imposing such practices and expectations on those that lack stable housing is 
unrealistic and not patient centered. 
By definition, the predominant shared characteristic of homeless persons is a lack of 
housing and the related subsumed amenities that minimally include sanitation, clean water, 
refrigeration and a climate controlled environment. Increased need for acute care services and 
higher morbidity and mortality result when individuals lack a safe place to rest and recuperate; 
are unable to maintain adequate hygiene; have limited access to clean water and sanitation; lack 
a regular source of safe and nutritious food; lack self-management support; and have no location 
in which to safely or properly store medications and medical supplies (Greysen, Rosenthal & 
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Wang, 2013; Morrison, 2009; Zerger, 2009). Although geographic variability regarding 
homelessness exists, the overall burden on U.S. health system costs and homeless health 
outcomes resulting from unstable housing are at once regionally specific and nationally 
significant.  
Passage of the Patient Protection and Affordable Care Act (2010) offered hope that 
expansion of Medicaid and the establishment of medical homes would increase primary care 
access and reduce indiscriminate use of acute health services. For the homeless, however, 
utilization patterns have not changed (Buck et al., 2012; Doran et al, 2013; Chambers et al, 2013; 
Hwang et al., 2013; Hwang et al. 2011; Wen-Chieh et al., 2015). While insurance coverage is an 
important first step to improving access to health care resources, it does not overcome the 
influence of unstable housing and adverse social determinants. The evidence highlights the need 
for supportive permanent housing as a key mediator for stable living and a sustainable shift 
towards improved health care utilization and health outcomes for the homeless (Buck et al., 
2012; Chambers et al., 2013; Kertesz et al., 2013; Ku et al, 2010; USICH, 2010; Wen-Chieh et 
al., 2015). The cyclical nature of crisis driven services fails to legitimize social conditions as 
health problems on par with traditional biomarkers of disease. 
 Homeless services in Covington, Kentucky support a three-county area encompassing 
Kenton, Campbell and Boone Counties. The demand for support services and affordable housing 
exceeds availability. Expansion of services is tempered by an unfavorable social and political 
climate at the local level. At the epicenter rests a homeless emergency shelter at risk for closing 
due to lack of public support. It currently stands as the only shelter that accepts homeless adults 
without a condition of sobriety to include referrals at discharge from area hospitals or jail (J. 
Klosterman, personal communication, October 18, 2016). Since first opening in 2008, this 
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shelter has experienced a 150% increase in occupancy (ESNKY, 2014).  During the winter 
season, shelter occupancy meets or exceeds its 70-bed congregate living capacity on a nightly 
basis (J. Klosterman, personal communication, October 18, 2016).  Health issues identified 
within this environment are often dire and necessitate the use of costly emergency services to 
manage conditions that are otherwise amenable to primary or transitional care (Moore et al., 
2011; Parker & Dykema, 2013; Personal communication, J. Klosterman, September 23, 2016; 
Zerger et al, 2000).  Modes of funding and service access requirements for the various other 
homeless service organizations within the community contribute to poor interagency 
coordination, service redundancy, and missed service opportunities (J. Klosterman, October 18, 
2016). 
 The Federal Strategic Plan to End Homelessness (2010) includes directives for improving 
access to housing. Meanwhile, health needs of the homeless remain vast and largely unanswered 
in a meaningful or sustainable manner. Most of the literature offers perspectives and 
recommendations of health and social service providers derived from descriptive data sources 
rather than the first-person narrative of the homeless (Fitzpatrick-Lewis et al, 2011; Hwang, 
Tolomiczenko, Kouyoumadjian & Garner, 2005). In this era of patient centered care, it is the 
voice of the homeless that needs to be heard, understood, respected and responded to. Little is 
documented about the practical strategies used by homeless persons to prioritize and manage 
their health. A passive understanding of homelessness falls short of the lived understanding that 
only the homeless themselves can convey. Giving voice to the personal narrative of managing 
one’s health while homeless would offer valuable first-person insight into a community’s assets 
and barriers amenable to intervention.  
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 It was the intent of this proposed project to empower the voice of homeless adults in 
Northern Kentucky and to engender local public health and community policy towards empathy, 
inclusion and favorable social change. 
Phenomenon of Interest 
 The phenomenon of interest was the construct of maintaining one’s health while 
homeless. 
Overall Purpose 
 The overall purposes of this project were to a) uncover health related experiences 
of homeless adults, b) identify resource assets and deficits as perceived by homeless adults, and 
c) determine best practices for assisting a person who is homeless to meet their health care needs. 
Specific Aims 
 This project uncovered the health-related experiences of the participants using the 
following questions: 
1. What health problems are of greatest concern to homeless adults? 
2. How do homeless adults prioritize their health needs? 
3. What resources and strategies do homeless adults a) use, and b) believe they need to care 
for their health? 
4. What self-identified personal and system assets and barriers influence the capacity of 
homeless adults to care for their health? 
5. How does involvement in participatory action research impact perceptions of health self-
efficacy in homeless adults? 
Little is known about how people who are homeless maintain their health. This project 
provided an essential first-hand understanding of this phenomenon. The findings derived from 
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this project were used to develop targeted recommendations for improving the health of 
homeless adults from their first-person perspective. These recommendations will be formally 
shared with local health, social service and public agencies that serve the homeless to inform 
process and policy initiatives.  This project will serve as an integral, and currently absent, 
element of a local community needs assessment that can offer insight to improve interagency 
communication, align service goals, and facilitate collaborative service delivery in a client 
focused manner.  Finally, the findings from this project can inform development of a homeless 
coalition that is envisioned to transparently integrate resources and publicly advocate for 
compassionate and quality health care for homeless adults in Northern Kentucky. 
Definitions (Formal Federal Classifications) 
 Homeless. A homeless individual is defined in section 330(h)(5)(A) of the Public Health 
Service Act as “an individual who lacks housing (without regard to whether the individual is a 
member of a family), including an individual whose primary residence during the night is a 
supervised public or private facility (e.g., shelters) that provides temporary living 
accommodations, and an individual who is a resident in transitional housing.” A homeless person 
is an individual without permanent housing who may live on the streets; stay in a shelter, 
mission, single room occupancy facilities, abandoned building or vehicle; or in any other 
unstable or non-permanent situation. [Section 330 of the Public Health Service Act (42 U.S.C., 
254b)] 
Chronic homelessness. Homeless individuals with disabilities who have either been 
continuously homeless for a year or more or have experienced at least four episodes of 
homelessness in the last three years (AHAR, 2015) 
Review of the Literature 
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Literature Search Method 
 An extensive literature review was conducted between 1980-2017 using keywords 
individually and in various combinations to include Photovoice, participatory action research, 
health (plus care, management, strategies, utilization, policy), homelessness (plus demographics, 
housing, health, health priorities, health outcomes), stereotype bias, health disparities, and self-
efficacy. Databases searched included ProQuest, OvidSP, PubMed/MEDLINE, PsychInfo, 
JSTOR, CINAHL, Wiley, EBSCO, and Google Scholar. The search included all available 
sources that addressed the research topic until redundancy was identified. Little information was 
found to be available prior to the 1990s. Most homeless specific health care research has been 
published since 2010, after passage of the Affordable Care Act (2010). In total, 93 sources were 
selected for inclusion. Personal interviews of expert social service providers were also conducted 
and included. 
Evidence Appraisal 
Demographics. The 2015 Annual Homeless Assessment Report (AHAR) to Congress 
estimated that over 600,000 persons, both sheltered (emergency and transitional housing) and 
unsheltered (cars, abandoned building, under bridges, parks) were homeless on any given night 
in the United States. Projections that considered both temporary and chronic homelessness 
placed the annual homeless count at nearly 2 million (HUD, 2015). The need for stable housing 
exceeded availability, much of which was occupied by homeless families (men and/or women 
with children). Single homeless adults (25 years and older without children) comprised the 
majority that were unsheltered or in emergency sheltered situations.  
According to the 2015 AHAR report, single adults accounted for 63% of the total 
homeless of which 72% were male, 28% female, 54% White, 36% Black/African American, and 
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20% Hispanic/Latino. Of these, 23% were identified as chronically homeless (AHAR, 2016). 
AHAR data sources included Housing and Urban Development (HUD) annual Point-In-Time 
counts (a literal head count of homeless persons in various communities across the country 
during a specified period each January) and the Homeless Management Information System 
(HMIS) that documents service encounters with homeless individuals or families in need of 
housing (HUD, 2015). By all accounts, estimated homeless numbers were low. Given the hidden 
nature of the population and restriction of the HMIS database to HUD funded agencies, an 
undetermined number of homeless adults were not represented in these census estimates. 
Like the overall United States (US) population, the homeless population is aging.  A 
meta-analysis published by the National Healthcare for the Homeless Council (2013) cited the 
following: a) the average age of single homeless adults rose from 35 years in 1990 to 50 years in 
2010; b) the population of elderly homeless adults (65 years and older) will rise by 33% in 2020 
and more than double in 2050; c) as of 2011, nearly one quarter of US individuals over the age of 
62 lived below the poverty line; and d) the number of older homeless adults (50-64 years) in 
shelters rose from 19-23% in 2007 to 27% in 2011 (NHCH, 2013). 
Pathways to homelessness. The causes of contemporary homelessness reflect the 
convergence of economic factors that include recessions, wage compression and public 
assistance that has not kept pace with increased cost of living; a lack of affordable housing and 
foreclosures; job loss and under-employment; and deinstitutionalization of psychiatric care 
without commensurate supportive services (United States Interagency Council on Homelessness, 
2010).  The elderly may enter homelessness due to a) unresolved, long term homelessness, or b) 
first time homelessness resulting from loss of a job, inadequate public assistance, lack of family 
and social support, inadequate income, or illness (NHCH, 2013).  Due to a lack of affordable 
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housing, access to senior living options commonly require a wait time of 3-5 years (NHCH, 
2013). 
Inherent within these systems failures is fallout from disintegrated family structures, 
victimization and abuse, foster care, incarceration and generational poverty (USICH, 2010; 
Zlotnick et al, 2013). Despite these systemic causes, homelessness has been commonly attributed 
to medical conditions that include alcoholism, drug addiction and mental illness (Sorrell, 2016). 
This medicalization of homelessness oversimplifies the entrenched and formidable social issues 
that underpin it. Dating to 1640 when homelessness was first officially documented in the US, 
homelessness has been perceived as a moral failure or character flaw (Saradon-Eck, Farnarier & 
Hymans, 2014; Wasserman & Clair, 2011). This perception supports the notion of personal 
failing and exonerates social responsibility (Sarradon-Eck, Farnarier, C. & Hymans, D., 2014; 
Wasserman & Clair, 2011). This is an important distinction to make because perception heavily 
influences the response of society and healthcare to homelessness. Despite the remarkable social, 
technological and industrial progress that has been made over the centuries, perception regarding 
homelessness is stubbornly grounded in a fifteenth century mindset. 
Societal response. Societal response to homelessness ranges from indifference to 
criminalization (National Law Center on Homelessness and Poverty, 2016).  The Universal 
Declaration of Human Rights (1948), signed by the United Nations and endorsed by the US, 
includes the statement that “everyone has the right to a standard of living adequate for the health 
and well-being of himself and of his family, including food, clothing, housing and medical care 
and necessary social services, and the right to security in the event of unemployment, sickness, 
disability, widowhood, old age or other lack of livelihood in circumstances beyond his control” 
(Article 25). It was not until the passage of the McKinney-Vento Homeless Act (1987) that the 
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US federal government issued its first formal response to homelessness. This legislation 
represented an important first step towards positively addressing homelessness and gave birth to 
services such as shelter programs, transitional and permanent housing, job training, and primary 
health care (National Healthcare for the Homeless Council, 2016; Zlotnik et al., 2013).  
Amendments over time have created avenues to enhance homeless accessibility to other existing 
public services. Although early evidence supported the success of this legislation in meeting its 
intended objectives, support and funding for its sponsored programs dwindled in the early 
2000’s.  The PPACA (2010) and the Federal Strategic Plan to Prevent and End Homelessness 
(2010) have generated renewed interest in these initiatives. 
 Healthcare for the Homeless (HCH) programs are a byproduct of the McKinney-Vento 
Homeless Act (1987). These federally funded initiatives have demonstrated success with 
combining housing and healthcare in a multidisciplinary, integrated format (NHCH, 2016). 
Despite strong evidence supporting this approach, broad based adoption has lagged. Recognizing 
social issues as root causes of health problems on par with traditional biomarkers of disease has 
met with resistance. This aligns with the perception that social conditions represent personal 
failings and are, thus, held to a different standard. Perception trumps evidence, and rather than 
supporting health and housing initiatives, many communities have instead furthered efforts that 
criminalize homelessness (NLCHP, 2016).   
 Homeless numbers far exceed the availability of affordable housing. Increased visibility 
of the homeless coupled with societal stereotype bias increasingly leads to criminalization of 
homeless survival tactics that are forced to play out in the public domain. Common punitive 
ordinances make sleeping, camping, sitting, or storing personal belongings in public; begging or 
panhandling; and sharing of food by groups or individuals with homeless persons in public 
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spaces illegal.  Selective enforcement of ordinances against loitering, jay walking, open 
containers and public indecency serves little purpose other than to remove the homeless from 
public view (NLCHP, 2016). These practices raise legitimate constitutional and civil liberty 
concerns, serve to reinforce the root causes of homelessness, and ultimately increase taxpayer 
expense relative to the cost of criminal justice processing and incarceration (NLCHP, 2016).  
Health is further compromised as individuals are shifted further away from available support 
services with even greater loss of access to the most rudimentary of resources to manage their 
health (NLCHP, 2016) 
Multimorbidity. Health problems experienced by the adult homeless are complex, 
highly prevalent and associated with significantly greater morbidity and mortality than those that 
are housed (Buck et al., 2012; Doran et al., 2013; Greysen et al., 2013; Chambers et al., 2015, 
Hwang et al., 2013; Wen-Chieh et al., 2015; USICH, 2010). Priority health issues include 
substance abuse, mental health conditions, injury and infectious disease. These are commonly 
comorbid with poorly managed chronic disease states (Bagett, Chambers et al., 2013O’Connell, 
Singer & Rogotti,2010; Wen-Chieh, 2015). A lack of stable housing and competing survival 
priorities compromise the ability of homeless individuals to access and appropriately use 
traditional healthcare services (Argintaru et al, 2013; Baggett et al., 2010; Wen-Chieh, et al, 
2015).    
  An estimated 50% of homeless adults are over the age of 50, reflecting an 11% increase 
since the 1990’s (Cimino et al., 2015; Kushel, 2016; NHCH, 2013).  With this comes additive 
functional and cognitive impairments that further complicate care and compromise health 
outcomes.  Homeless adults are highly susceptible to premature aging that results in a 
physiologic age acceleration of 10 to 20 years beyond that of their chronological age. Premature 
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aging combined with altered immunity resulting from sustained situational stress contributes to 
morbidity and mortality for this age group that is three to five times greater than the general 
population (Nagourney, 2016; NHCH, 2013; Seegert, 2016).  Common geriatric syndromes such 
as falls, cognitive and sensory impairment, depression, incontinence and frailty occur at an 
earlier age and reflect accumulated deficits in physical, psychological and social domains 
(NHCH, 2013). 
 Health care utilization. The emergency department (ED) serves as the default safety net 
provider for health needs, many of which are amenable to primary care services. Studies 
consistently demonstrate that homeless adults are disproportionately high users of ED services 
with higher visit frequencies, admission rates, lengths of stay and short-term readmission rates 
than those that are housed (Buck, Mortensen & Franzini, 2012; Chambers et al, 2013; Hwang, et 
al, 2013; Lin et al., 2015; Wen-Chieh et al., 2015). Emergency department use by homeless 
adults over the age of 50 has been shown to a) be four times greater than that of the general 
population; b) account for one-third of all visits by homeless adults; c) more likely to be accessed 
by ambulance; and d) more likely to result in hospital admission (NHCH, 2013). Hospitalizations 
and ED visits are responsible for nearly half of medical expenditures for insured homeless 
persons, and are particularly salient among those with a dual diagnosis of mental illness and 
substance abuse (Wen-Chieh, et al, 2015).  
 Another factor is the current landscape of acute care in which patients are being 
discharged earlier with an expectation of home based support for recuperation and an increasing 
reliance on outpatient based services to meet higher acuity needs (Greysen, et al., 2013; Zerger, 
et al., 2009). Socioeconomic barriers, limited self-management capacity and poor collaboration 
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with, and support of, community-based resources by formal healthcare systems are 
counterproductive to effective transitions in care at critical junctures. 
 Furthermore, housing status is not routinely screened for in health care settings nor do 
homeless individuals readily disclose this information. This information is vitally important to 
patient centered discharge planning (Greysen et al., 2013; NHCH, 2008).  Even when housing 
status is known, options are often quite limited due to lack of housing or recuperative care 
availability.  The default is discharge back to the street or to a shelter. Shelters are better options 
than the street, however, they offer only limited evening and overnight access. The dilemma then 
becomes a homeless person who is not sick enough to be hospitalized yet too sick to recuperate 
on the street. Medical respite care, a federally funded program, has been shown to be a viable 
and cost effective alternative to this recuperative care dilemma (NHCH, 2011). However, much 
like housing initiatives, it has not gained widespread traction. To date, this care is not 
reimbursable by insurance and must rely on federal and or private funding for sustainability 
(NHCH, 2011). 
 Coverage with health insurance does not offset overuse of the ED or lack of primary care 
access. This is supported by research done in Canada where the homeless are covered under 
publicly funded universal health care (Hwang, et al, 2013) and in the U.S. among the homeless 
that are covered by Medicaid (Buck et al., 2013; Doran, et al, 2013; Lin et al., 2015; Wen-Chieh 
et al., 2015). In both instances, ED utilization remained disproportionately higher than that of 
housed persons with a lack of stable housing implicated as an independent predictor of health 
care utilization patterns.   
 Health care quality. Quality markers commonly used to assess hospital discharge 
effectiveness and as criteria for insurance reimbursement include the number and frequency of 
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ED visits, inpatient admissions, and thirty-day readmission rates. Findings from various 
descriptive studies of ED use among the homeless uniformly demonstrate glaring deficiencies in 
quality markers when applied to homeless health encounters (Buck et al, 2012; Chambers et al, 
2013; Doran et al, 2013; Greysen et al, 2013; Hwang et al, 2013; Kushel et al, 2002; Ku et al, 
2010). Recommendations emanating from these studies include an emphasis on stable housing as 
a health intervention and the expansion of medical respite services to address a critical need for 
transitional recuperative care (Buck, et al, 2012; Doran et al, 2013; Hwang, et al; 2013; Ku, et al, 
2010).  Multiple studies support the need for targeted and coordinated community resources as 
vital to reduce acute care utilization and related health care cost (Brown et al, 2013; Buck et al, 
2012; Chambers et al, 2013; D’Amore et al, 2001; Doran et al, 2013; Greysen et al, 2013; 
Hwang et al, 2013 & 2011; USICH, 2010; Karaca et al, 2013; Kushel et al, 2002; & Ku et al, 
2010).  A more recent study (Wen-Chieg et al., 2015) suggested that housing the homeless could 
reduce ED admission by 50% and hospitalizations by 25% or more.  
 Competing priorities. Formidable barriers confound health service access and self-care 
capacity for homeless adults. Food, shelter and safety are ever present and burdensome survival 
priorities. Lacking a social network, isolation further compounds vulnerability. Efforts to cope 
with unemployment, financial strain, declining mental and physical health, food insecurity, and 
lack of sustainable and safe shelter take precedence over preventive health care and appointment 
keeping (Davis, 1996; Daiski, 2006; Hughes, 2014; Rae & Rees, 2015).  A present focused 
survival mentality is less concerned with the hopeful future oriented perspective and expectations 
of mainstream society and health care. Practical barriers include maintenance of basic personal 
hygiene; access to clean running water, nutritious food, transportation, phone, sanitation and 
waste disposal; and security and storage of personal belongings to include identification, 
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documents, medications and other health related devices (Bradley-Springer, 2012; Davis, 1996; 
Stolte & Hodgetts, 2015; Rae & Rees, 2015).   
 It is from this collective context derived from the prior mentioned factors that health care 
and society expects a homeless person to navigate fragmented, poorly coordinated, and at times 
duplicated or contradictory, health and social services.  Furthermore, health seeking behavior by 
the homeless is discouraged when disrespect and prejudice from service providers is perceived 
and when impractical health advice is given that does not consider their harsh living conditions 
(Blair et al., 2011; Hunter et al., Hoffman & Coffey, 2008; 2015; Rae & Rees, 2015; Zerger et 
al., 2014). In keeping with the spirit of the Institute of Medicine’s (2001) definition of patient 
centered care, health care systems and community based services should provide care that “is 
respectful of and responsive to individual patient preferences, needs, and values, and ensuring 
that patient values guide all clinical decisions” (p. 3) From the consumer perspective, health care 
for homeless persons bears little resemblance to a patient centered, evidence based process. 
 Health management strategies. The literature is quite robust regarding health care 
utilization patterns, priority health needs and barriers to care from both the health service and 
consumer perspectives. Less known are the practical strategies homeless persons use to maintain 
their health, how they prioritize meeting those needs, and what informal social networks may 
exist. The literature is virtually silent on this topic and exposes an important informational gap 
that can offer valuable insight into the health management practices of homeless adults. Current 
recommendations, policies, and processes are based largely upon the perceived needs of the 
homeless from the viewpoint of service providers, rather than from the first-person perspective 
of homeless adults. 
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 Only one article was identified that tapped into the tactics used by a chronically homeless 
man to manage his health. Using a case narrative approach, the stark difference between 
managing one’s health in a private domestic setting versus the public domain was exposed. 
Contrary to common assumptions of laziness and disregard for health, the homeless participant 
instead displayed great resourcefulness, agency, and resilience to re-appropriate and domesticate 
public spaces to meet his basic health needs. This included not only overcoming structural 
barriers, but also coping with the pervasive psychosocial context of humiliation, fear, anxiety and 
frustration (Stolte & Hodgetts, 2015). Tactics were coded into purposeful themes (Stolte & 
Hodgetts, 2015). These were: 1)  “creating a landscape for temporary respite and care” (p. 147) 
and included locating a safe and warm overnight sleeping location and a day time rest location; 
2) “maintaining mental health through an emplaced routine” (p. 147) and involved establishing 
and maintaining a daily routine to manage psychological stress; and 3) “hygiene and food 
insecurity: domesticating a public bathroom and park” (p. 147) that required domesticating 
public spaces to maintain hygiene and involved an extensive network of locations throughout the 
city. Key to the latter was an understanding of the public routines to know when certain spaces 
could be used without detection, such as a public bathroom for bathing and toileting (Stolte & 
Hodgetts, 2015). 
 Homelessness in Northern Kentucky. The homeless experience in Northern Kentucky 
(NKY) mirrors that reported at the national level (USICH, 2010). The results of a grant funded 
study exploring the economic cost of chronic homelessness in NKY were reported in 2011 
(Desmarais, Pleiman & Kavanaugh). This retrospective review represented a novel collaboration 
of local community service agencies that encompassed health care, criminal justice, social 
services and shelter care. The purpose was to compare the cost of providing services to the 
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chronically homeless according to the status quo versus providing housing and support services 
to the same individuals.  The sample included 37 participants representing an estimated 10% of 
the 372 homeless numbers reported in the 2009 Point-In-Time count for the NKY counties of 
Kenton, Campbell and Boone. Inclusion criteria required documentation of chronic homelessness 
and primary residence in the three-county area during the two-year study period of 2008 and 
2009 (Desmarais et al, 2011).  Of the 37 participants, 27 (73%) were male, 10 (27%) were 
female with an average age of 47.  Total combined costs to address the medical, social services 
and criminal justice needs of the 37 participants was $902,118.53, exceeding the national 
average. Aggregate medical costs were $642,536.76 (71% of total costs) with mean ED cost per 
person of $8,690.55 over the two-year study period.  On par with other regional and national 
studies, permanent supportive housing was recommended as a more cost effective and 
sustainable remedy for cost containment and improved health outcomes for the chronically 
homeless (Desmarais et al, 2011). Despite the compelling nature of this report, no change in 
local public or health care policy has thus far resulted (Personal communication, L. Young, 
2016).  
 The cyclical demand for costly crisis-driven resources in NKY continues relatively 
unchecked. State funding for homeless support services and outreach is sparse, community 
politics towards the homeless largely punitive, and the hospital system disengaged from targeted 
health initiatives for the homeless (Personal communication, J. Klosterman, October 18, 2016; L. 
Young, November 18, 2016). Existing resources lack interagency coordination and there exists 
no homeless coalition to publicly advocate on behalf of the homeless and related service 
providers (Personal communication, J. Klosterman, October 18, 2016).  
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 Dedicated homeless health services are sparse. One centrally located walk in clinic caters 
exclusively to homeless adults. As a nurse practitioner at the clinic, this author bears witness to 
the adverse effects of homeless living on health, premature physiologic aging, poor care 
coordination, and culturally insensitive treatment.  
Summary  
The NKY response to homelessness, like many other communities, is based on 
perception rather than evidence. Rendering the homeless invisible neglects the root causes and 
worsens the situation. The related high cost in terms of tax dollars, healthcare spending, and 
human life reflects poorly on the economy, culture and quality of healthcare for the community. 
Empathy is needed to humanize the homeless and to alter public perception from one of 
distancing to connection. This proposed project intends to provide a venue for the voice of the 
homeless to be added to the conversation. 
Conceptual Framework 
Overview 
 The framework for this project was participatory action research. Participatory action 
research (PAR) facilitates a collaborative partnership between the researcher and participants in 
which the participants give voice to their own perspective and everyday reality. The overarching 
purpose of PAR “is to foster capacity, community development, empowerment, access, social 
justice and participation” (McDonald, 2012, p. 38). An iterative process of research, action and 
reflection is applied to empower participants in marginalized communities to widen their 
influence and effect positive change. An Institute of Medicine (2003) report included PAR as 
one of eight critical areas for educating public health professionals “who understand that public 
health research must focus not only on secondary prevention and risk factor analysis, but also on 
Running	Head:	MAINTAINING	ONE’S	HEALTH	WHILE	HOMELESS	 23	
evaluation of public health systems, on practice approaches and interventions, and on effective 
collaborations and partnerships with diverse communities” (p. 61). The findings from PAR  
 Participatory action research embraces a postmodernism approach that favors 
subjectivity, the existence of multiple realities, and an integrative contextual understanding that 
is derived through praxis (Baum et al, 2004; Christopher et al, 2008; Flicker, 2008; MacDonald, 
2012; Minkler, 2004; Smith et al, 2004; Zeeman et al, 2002).  The philosophical underpinnings 
of PAR reflect an integration of action research (Lewin, 1944), critical consciousness (Friere, 
1970) and feminist theory (MacDonald, 2010).  The collective paradigms converge to inform 
PAR, the implementation of which may assume various research methodologies. 
 Regardless of how PAR is implemented, all methods share common principles that 
“recognize the community as a unit of identity; build upon the strengths and resources within the 
community; facilitate a collaborative, equitable partnership in all research phases through an 
empowering and power-sharing process that attends to social inequalities; foster co-learning and 
capacity building among all partners; integrate and achieve a balance between data generation 
and intervention for the mutual benefit of all partners; focus on the local relevance of public 
health problems and on ecological perspectives that attend to multiple determinants of health; 
involve systems development in a cyclical and iterative process; disseminate results to all 
partners and involve them in the wider dissemination of results; and involve a long-term process 
and commitment to sustainability” (Braun et al., 2006, p. 196; Chen, Jones & Gelberg, 2006; 
Israel, Schulz, Parker & Becker, 2001; MacDonald, 2012; Minkler, 2004). Disparities in health 
care access and quality are a by-product of pervasive social inequities, making PAR well suited 
for community-based health research (Braun et al., 2012; Flicker, 2008; Gosin, Dustman, 
Drapeau & Harthun, 2003; IOM, 2003). The active and collaborative engagement between the 
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researcher and participants supports community and population specific strategies to inform local 
public and health policy that is relevant and builds capacity for sustainable improvement. 
Methodology 
Design 
 The study design was a mixed methods approach (Munhall, 2012) that combined 
Photovoice (not a trademarked method) with a pre-post assessment of health self-efficacy. 
Photovoice, as created by Caroline Wang and Mary Ann Burris (1997), is an established PAR 
model in which participants photograph and narrate their everyday experiences relative to their 
social and health contexts.   
The objectives of Photovoice are to empower marginalized populations, enhance 
community awareness of needs and assets, and create dialogue to facilitate social and political 
change (Evans-Agnew & Rosemberg, 2016; Sutton-Brown, 2015; Wang & Burris, 1997; Wang 
& Burris, 2000).  It has been used with various underserved and indigenous populations 
throughout the world to facilitate inclusion and social justice (Sanon, Evans-Agney & Boutain, 
2014; Sutton-Brown, 2015; Wang and Burris, 1997; Wang, Cash & Powers, 2000; Wang & 
Redwood-Jones, 2001). Wang and Redwood-Jones (2001) propose that the overarching purpose 
of Photovoice is to elevate and articulate the voice of marginalized community members and 
engender skills of advocacy for themselves and their communities (Wang & Redwood-Jones,  
2001). This model is well suited to exploring the strategies used by homeless adults to manage 
their health. 
 A key premise of Photovoice is to promote empowerment. Empowerment is closely 
aligned with self-efficacy. Self-efficacy, as defined by Bandura (1997), is the “belief in one’s 
capabilities to organize and execute the course of action required to produce given attainment” 
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(p. 3).  The degree of self-efficacy (i.e. empowerment) perceived by an individual to achieve a 
goal is both task and situation specific and correlates to how one judges their ability to succeed. 
This context mediates whether an individual will pursue an activity, how much effort they will 
invest towards it, and how sustained their commitment to it will be (Lee, et al., 2008).   
Participants/Sample 
 Participants were selected using a combination of sampling strategies, described in 
section “recruitment” (p. 25). The participants were self-identified homeless adults in the target 
community. Eligible individuals were: 
  1) homeless men and women 
 2) age 18 and over 
 3) not accompanied by children 
 4) not pregnant 
 5) able to speak and understand English,  
 6) able to freely give informed consent 
 7) not demonstrating active psychosis or substance intoxication 
Capacity to give consent was evaluated by using a teach-back method of having the individual 
explain, in their own words, the purpose of the project, why they were being asked to participate, 
the expectations of them as participants, and the related risks and benefits.  
 Sample size. The target sample size was ten. Equal representation of men and women 
was desired and ultimately determined by the available participant pool at the time of 
recruitment. Sutton-Brown (2014) and Wang (1999) endorsed a sample size of seven to ten as 
adequate to represent a specific subset of the population within a community and to 
accommodate the time intensive requirement to conduct in-depth discussion with participants. 
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 Sampling strategy. Participants were recruited at each of the two shelter locations and in 
public areas (e.g. library) where homeless adults are known to congregate. This approach 
allowed for the most direct access to homeless adults in locations that were familiar and known 
to garner trust.  
 Purposive sampling was used and supplemented with snowball sampling. Purposive 
sampling is well suited to Photovoice as it targets a specific population according to specific 
profile parameters. If the target sample size is not achieved with purposive sampling alone, then 
snowball sampling can be employed. With snowball sampling, recruited participants are asked to 
solicit participation from among their acquaintances. This method is useful when trying to access 
difficult to reach populations, such as homeless adults. Both purposive and snowball approaches 
are non-probability sampling methods, and therefore increase the risk for bias and error (Polit & 
Beck, 2012). 
 Incentives were used to optimize recruitment of, and secure commitment by, participants 
to the project. These included the provision of meals during meetings that were held at locations 
frequented by and familiar to homeless adults. Efforts were also made to coordinate meetings 
times with participant availability. 
Setting and Resources 
 Three locations were the source of participants and included a) two homeless shelters, 
Emergency Shelter of Northern Kentucky and Welcome House of Northern Kentucky and b) the 
Kenton County Public Library – Covington Branch. All cater to rough sleeping homeless adults, 
meaning those that sleep outdoors, in vehicles or abandoned buildings, or other locations not 
intended for human habitation (AHAR, 2016).  
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Emergency Shelter of Northern Kentucky (ESNKY) accepts individual adults 
(unaccompanied by children) without a condition of sobriety (i.e. negative breathalyzer or drug 
screen) and upon referral at discharge from the hospital or jail. Guests at this shelter are 
predominantly male. Overnight shelter is provided in a congregate living environment with 
availability that varies by season. This researcher has an established relationship with the director 
and staff at this shelter through coordination and delivery of volunteer, on-site, health services 
for shelter residents. Recruitment was held at this location at a time compatible with shelter 
operations and participant availability. 
 Welcome House of Northern Kentucky (WHNKY) provides emergency shelter to women 
(with and without children) and case management to both women and men. Services include 
outreach with an emphasis on early placement in transitional or permanent housing. Housing for 
women with children is prioritized over that of single adults, leaving less available housing 
options for those without children. The researcher has an established relationship with the 
executive director and staff at this location through prior volunteer nursing services and doctoral 
practicum experiences.  
 Kenton County Public Library (KCPL), Covington, serves as a common location in 
which homeless adults congregate during daytime hours. This includes both those accessing 
shelter services and those who are living unsheltered. 
 Occupancy patterns at both shelter sites and the public library offered the best options for 
predictable access to a defined set of participants over a defined time. Access and 
communication is otherwise compromised by homeless adults lacking a physical address or a 
reliable means of phone or electronic communication. Convenience and comfort for the 
participants was also enhanced by meeting in a familiar and frequented location.   
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A conservative estimate of the number of homeless adults in the target community is one 
hundred (J. Klosterman, personal communication, October 18, 2016). Given the clustering of 
homeless support services in this community, access to eligible participants was expected to be 
sufficient during the recruitment period 
 Study team members. The study team included the co-principal investigator (PI), and a 
photographer. As the co-PI, this author brings 31 years of nursing experience, including 21 years 
as nurse practitioner. For the past six years, her clinical practice has been exclusive to 
underserved and homeless adults in her local community. This includes employment in a 
federally qualified health clinic that provides walk in health services to homeless adults and 
provision of volunteer health services at the previously mentioned shelters. She has also 
developed and implemented a sustainable grant funded medical clinic within a local residential 
drug and alcohol treatment facility that serves a similar population. The co-PI was responsible 
for oversight and management of the research project and study team members; collaboration 
with the participating agencies; information and data management; recruitment of participants; 
obtaining informed consent from participants; coordinating, scheduling and facilitating meetings 
with participants; transcription, data analysis and secure storage; and reporting of research 
findings. 
 The photographer, Salena McKenzie, BA, is a local resident who, in addition to being 
formally educated in artistic media forms and similarly employed, also has volunteer experience 
with homeless adults in the target community.  She was responsible, in collaboration with the co-
PI, for educating participants on camera ethics, functionality and technique; developing, editing, 
organizing and managing photographs; and future integration of the finalized photographs and 
related captions into a media presentation form for public dissemination after conclusion of the 
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research. This individual was not involved in data collection or analysis. She was	educated	by	the	co-PI	about	Photovoice	methodology,	procedures,	and	their	related	responsibilities	to	ensure	research	integrity	and	ethics.	
Recruitment  
 The co-PI recruited participants over a period of two weeks. The goal was to identify an 
eligible group of ten individuals that equitably represented men and women as much as the 
available sample would support. Flyers (Appendix A) advertising the project were posted at each 
recruitment location for a period of one week. The co-PI personally visited each location a 
minimum of three times weekly during the recruitment phase. Agency and library staff also 
suggested individuals that were believed to be a good fit for the project. Prospective participants 
were screened for eligibility (Appendix B). Once eligibility was confirmed, details about the 
project were shared, signed consent obtained, and a copy of the signed consent given to the 
participant (Appendix C). The brevity of the recruitment phase minimized the risk of losing 
access to participants who lack a stable address and reliable means of contact. 
Measures 
 Data sources. Data was collected using self-report surveys and audio recorded interviews 
on three major variables: 1) sociodemographic characteristics, 2) perceptions of health, and 3) 
health self-efficacy.  
 Sociodemographics. Data points were collected on each participant using a 16 item self-
report survey developed by the investigator (Appendix D).  Data points included age, gender, 
race/ethnicity, educational attainment, employment status, veteran status, county of residence, 
health insurance status, income source, number of times and duration of homelessness, cause(s) 
of homelessness, social support system(s), medical history, psychiatric history, medication use, 
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need for specialized medical equipment, regular source of healthcare, frequency of ED visits, 
self-rating of health, and self-identified primary health concern.   
Health Self-Efficacy (HSE). Health self-efficacy is defined as an individual’s perceived 
capacity for attaining health related goals that varies according to task, situation, and is 
influenced by the belief in one’s ability carry out activities to meet those goals (Bandura, 1977). 
Health self-efficacy was assessed by asking participants to complete the Health Self-Efficacy 
(HSE) scale (Lee, et al, 2008) prior to and at the culmination of the Photovoice project. The HSE 
(Appendix E) is a 5 item self-report Likert scale that asks participants to rate their level of 
agreement with each of the statement items. Higher scores correlate to high self-efficacy. 
Internal consistency reliability for the HSE scale is validated with Cronbach’s alpha values 
ranging from 0.75-0.84 (Lee et al, 2008). 
 Perceptions of Health (PH). Perceptions of health is defined as the understanding of 
one’s health needs, how those needs are prioritized, tactics used to meet those needs, an 
awareness and understanding of available resources for accessing health services, and 
recognition of deficits and barriers to health management (Lee et al, 2008). This 
multidimensional variable encapsulates the full spectrum of an individual’s experience with 
managing their health while homeless. These variables were explored using the Photovoice 
methodology. Data on PH was collected using the interview tool that includes five open-ended, 
semi-structured questions (Appendix F). 
  Photovoice has roots in Freiere’s empowerment for critical consciousness which posits 
that critical reflection on one’s circumstance leads to deeper understanding of the world and 
awareness of the social and political contradictions that exist within it. This understanding 
empowers action against, rather than passive submission to, the oppressive forces in one’s life 
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(Friere, 1974). A positive change in self-efficacy would support this underlying premise of 
Photovoice to empower marginalized persons and invoke social change. The HSE was 
completed by participants prior to and at the culmination of the Photovoice experience. 
Data Collection Procedures   
 Data for this project included self-report of sociodemographics, self-report of health self-
efficacy, and transcripts of audiotaped discussion. Photographs were not used for data analysis, 
rather as a tool to facilitate critical discussion. Photovoice is guided by a framework, rather than 
a regimented structure, to allow for flexibility and adaptability due to its participant driven nature 
in a stepwise format as recommended in the literature. (Sutton-Brown, 2014; Wang & Burris, 
1997; Wang, Cash & Powers, 2000). Enrolled participants engaged in data collection four times 
during the project to include: 1) completing the sociodemographic self-report survey; 2) 
completing the pre and post HSE questionnaire; and 4) critical discussion of the photographs that 
was audio recorded (see Table 1. Activities of the Project). 
 Time1: During the first meeting, participants were enrolled, signed consent forms 
obtained, sociodemographic information collected and the pre-participation HSE questionnaire 
administered. Information was then given for the next group meeting with other participants, the 
co-PI and the photographer. The meeting locations were ESNKY, WHNK, and KCPL. A letter 
of consent from each site was secured for facilitating recruitment and meeting space. 
 Time 2. This meeting occurred one week after enrollment of the target number of 
participants was complete. The purpose of this group meeting was to review the Photovoice 
project, address participants’ questions or concerns, distribute cameras and provide related 
education about use of the cameras.  
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 One reusable “point and shoot” digital camera per participant was provided for taking 
photographs. This style of camera was chosen for ease of use, higher quality images, greater 
storage capacity, and the ability to immediately edit images. Each camera was number coded to a 
specific participant for tracking purposes (Appendix G). The co- PI and project photographer 
reviewed with the participants the mechanics of the camera, tips for enhancing photograph 
composition and aesthetic, and related ethical principles (Appendix H).  
Participants were given a theme for their photography. The theme was: “what does health 
mean to you and how do you take care of it”. In Photovoice, the researcher poses a theme to 
generate discussion among the participants who then collectively decide on specific questions, 
problems or issues they would like to address in relation to the topic.  The topic serves as a guide 
to narrow the focus and facilitate a collaborative process for defining and conceptualizing the 
research question. This approach supports the participant driven intent of Photovoice (Wang, 
Cash and Powers, 2000).  
 Participants were then provided with supervised hands on practice with the camera to 
promote understanding and comfort with the process of taking photos. While quality photos are 
desired, the meaning of the images is most salient (Sutton-Brown, 2014). At the end of meeting 
one, the day and time for the next meeting was arranged. 
 Taking photographs. A time frame for taking photos began at the close of meeting one 
and extended for seven days. A minimum of twenty images per participant were submitted for 
the purposes of this project. Participants were asked to return their cameras to designated shelter 
or library staff no later than the end of the seven-day period for taking photographs. If any 
cameras had not been returned on the designated date, efforts would have been made to locate 
the individual(s) and retrieve the camera(s) prior to the next scheduled meeting. If this was not 
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successful, that individual(s) and any related images would be excluded from the study. 
However, all participants turned in their cameras on time and in good working order. 
 Processing photographs. The photographer downloaded the images from each camera 
and categorized them relative to participant in a digital format. Images were then organized into 
participant specific contact sheets that were distributed to each respective participant at the next 
meeting. To maintain confidentiality, contact sheets and related images were tracked using the 
same unique numerical, and participant specific, identifier assigned to the camera (Appendix I).  
 Meeting 2. This meeting occurred seven to ten days after the first meeting. The purpose 
of this meeting was for the participants to share, discuss and analyze their photographs. This 
meeting was held individually with each participant to maintain confidentiality and facilitate 
audio-recording of each individual discussion. Each participant was given their photograph 
contact sheet from which they selected five images for discussion.  The selected photos were 
individually projected on a large digital screen for viewing. The co-PI facilitated a 30-45 minute 
in depth discussion with each participant using the “SHOWeD” guide. (Appendix E). As 
described by Wang & Burris (1997) this is framed as follows: What do you See here? What is 
really Happening? How does this relate to Our lives? Why does this problem or strength exist? 
What can we Do about it ?  
 This meeting was audio recorded for later transcription and notes were taken by the co-PI 
for follow on thematic analysis. At the end of meeting two, the day and time for the next meeting 
was arranged. The recorded discussions from meeting two were transcribed within seven days of 
the live recordings.  
 Time 3: This meeting occurred seven to ten days after the second meeting. The purpose 
of this meeting was to: 1) preview the photo presentation draft with the participants to elicit 
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feedback and inform any needed revisions, 2) conduct member checking, and 3) identify a target 
audience for public dissemination Sutton-Brown (2014) recommends that the target audience be 
finalized after the critical reflection phase so that the audience reflects the actual, rather than 
anticipated, themes and findings that emerge. At a minimum, the target audience will include the 
agencies and related directors, social/outreach workers, and staff at ESKY, WHNK, and KCPL 
that helped to facilitate the project. Based on participant input, other venues may include city and 
health care leadership, other community service agencies, businesses, media outlets, or artistic 
venues.  
 Target audience dissemination: A date and time for presentation to the target audience 
of the project findings will be scheduled after conclusion of the project and submission of the 
study manuscript. Participants are highly encouraged to attend and participate in the presentation 
of findings. 
Data Analysis 
 Study variable: Socio-demographic data. Socio-demographic variables were analyzed 
using Excel to generate descriptive statistical data. This data provides information about the 
characteristics of the participants. Descriptive statistics were summarized according to central 
tendency, range and distribution (Campbell, Machin & Walters, 2007).  
 Study variable: Health self-efficacy. Pre and post scores on the HSE scale were 
 
calculated for individual participants and for measures of variability (range, and pre-post  
 
differences). Likert responses were summarized according to central tendency, range and  
 
distribution (Campbell, Machin & Walters, 2007). Non-probability analysis of pre and post HSE  
 
scores were applied using a two tailed, paired T-test to evaluate for change in health self-efficacy  
 
perception. 
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Study variable: Perceptions of health. Thematic content analysis of the audio-recorded 
sessions was conducted. Each photo selected for inclusion was captioned with everything that 
was said about that image by the participants as captured by the transcribed recording and field 
notes. The captions were then analyzed to extract themes and evidence of relationships between 
them. Level one analysis identified recurring words or phrases that were labeled as codes. Level 
two analysis organized the codes into categories and themes (Guest, MacQueen & Namey, 
2011). In keeping with PAR, the findings have been codified as issues to be addressed (Sutton-
Brown, 2014). With assistance from the photographer, the captioned images will ultimately be 
collated to form a cohesive story line for public dissemination. 
Thematic content analysis relies on the use of preconceived constructs to guide the 
analytic process. The five research questions were: 1. What health problems are of greatest 
concern to homeless adults? 2. How do homeless adults prioritize their health needs? 3. What 
resources and strategies do homeless adults a) use, and b) believe they need to care for their 
health? 4. What self-identified personal and system assets and barriers influence the capacity of 
homeless adults to care for their health? 5. How does involvement in participatory action 
research impact perceptions of health self-efficacy in homeless adults?  
Enhancing Rigor and Reducing Bias 
Bracketing was used to promote rigor and reduce bias in the research process. As 
described by Fischer (2009), bracketing is a process of dual engagement with the data and the 
findings as they evolve throughout the research period. Initial bracketing involves self-
examination and documentation of one’s assumptions about and experiences with the topic or 
population being studied. The purpose is to minimize the risk of researcher bias influencing the 
study findings and to engage self-awareness in the development of new knowledge. The initial 
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“bracketed” assumptions are then intentionally revisited in a reflexive manner to assess whether 
meaning is being researcher imposed and to evaluate for the emergence of new meaning. This 
dual engagement of the data, hermeneutics, is applied in ongoing iterations throughout data 
analysis. This process is foundational for derived meaning to reflect understanding in relation to 
individual components and in relationship to the whole (Fischer, 2009) 
Data Management 
 All data and photographs were converted and maintained in an electronic format. Data 
and photographs were identified only by the numerical code assigned to each respective 
participant. The correlation between the participant and their code is known only to the co-PI. 
Electronic data has been managed and stored on an encrypted and password protected shared 
drive. Photographs are stored on a password protected shared drive and are accessible only by 
the co-PI and photographer. A shared drive offers the ability to account for and track when and 
by whom documents are accessed and modified. 
 Any hard copies of data were stored in a secure, locked file cabinet in the co-PI’s home 
office until they were converted to an electronic format, after which the hard copies were 
shredded. Signed consent was obtained from each participant allowing for anonymous, public 
dissemination of their photographs at the co-PI’s discretion. 
  Data collected during this project will be retained for a minimum of five years, in a 
password-protected file on a password-protected computer and will be accessible only by the PI. 
Protection of Human Subjects 
 Institutional Review Board. This study was approved by the Drexel Institutional 
Review Board (IRB). The agencies involved in facilitating the project were community-based 
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non-profit organizations that do not require, nor have an established process for, IRB review. 
Each respective agency director did, however, provided signed authorization (Appendix I). 
Consent process. Recruitment procedures 1) explicitly stated and explained that 
participation is entirely voluntary, without coercion and without reprisal; and 2) provided an 
overview of the project to include the purpose, expectations for participation, risks and benefits 
to participation, and the informed consent process.  
Two types of informed consent were necessary. The first signified voluntary participation 
in all aspects of the study, and the second authorized use of the photographs for dissemination or 
publication (Appendix C).  
Potential risks. Potential risks to participants included a) breach of confidentiality, b) 
study burden, c) threat to personal safety when taking photographs, d) distress resulting from 
reflection about stressful events and situations, and e) social vulnerability.  
Protection of confidentiality. Threats to confidentiality were addressed in the following 
ways. Each participant was assigned a unique numerical identifier that number was used in place 
of their name on all data. Only the co-PI knows the link between the person and the data 
collected.  
First, numerical identifiers, rather than participants’ names, were used for tracking of 
data. Second, all members of the research team and participant groups signed a confidentiality 
agreement (Appendix I). Third, recorded interviews with participants were conducted 
individually with only the co-PI in attendance. 
Limiting study burden. Holding group meetings at a location known to, frequented by, 
and accessible to participants reduced study burden.  A light meal was provided at each group 
gathering. From a practical stand-point this provided nourishment that may otherwise not be 
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available to the participants, and from a relationship building perspective a shared meal helps to 
foster a sense of community. The number of required contacts/sessions to execute the study was 
four with each lasting approximately one to two hours. 
Assuring safety. Participant safety was the priority concern when taking photographs. 
Cautions to preserve safety included an awareness of one’s surroundings; taking photos in 
partnership with a group member; and prioritizing personal safety over taking a photo when 
conditions are hostile or dangerous (Wang & Redwood-Jones, 2001). Personal safety for 
participants was stressed by providing education and guidance prior to camera distribution and 
taking of photographs in the community. It was reasonably expected that risk of harm was no 
greater than that associated with unsheltered living. Participants were instructed to immediately 
seek medical attention if any physical harm was experienced. No study related harm was 
reported by any of the participants. 
Mitigating distress. The nature of homelessness is laden with experiences of trauma, 
personal struggle, and stereotype bias. Critical dialogue and reflection has the potential to elicit a 
wide range of emotional responses. This was transparently addressed with participants prior to 
starting the research. Participants that experienced distress were not coerced or pressured to 
discuss issues they do not wish to share. The research team’s role was to listen and validate, and 
not to judge, offer advice, or intervene.  
 Social vulnerability. Singh, Eghdami & Singh (2014) define social vulnerability as “the 
susceptibility of social groups to the impacts of hazards, as well as their resiliency, or ability, to 
adequately recover from them and a social dynamic rooted in gender, class, race, culture, 
nationality, age and other power relationships” (p. 72). The homeless, as a social group, embody 
this description. As such, the risk of exploitation is a major concern when engaging homeless 
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persons.  Participants may fear reprisal if they decline participation or strive to behave in a 
manner they believe aligns with the researcher’s desires to gain approval or compensation. To 
ensure this did not occur, participation was not in any way coerced, nor did a declination result in 
any negative consequences. Participants were free to withdraw their participation at any time 
without repercussion. 
Additionally, a camera is a tool that confers authority and must be deployed in an ethical 
and conscientious manner. This includes an awareness of and respect for privacy boundaries; risk 
for disclosing embarrassing facts about someone; misrepresentation of a person’s image; and use 
of a person’s likeness for commercial benefit (Wang & Redwood-Jones, 2001). Participants were 
instructed to refrain from taking photographs of other people in which they could be clearly 
identified (Appendix I). Any photos taken that suggested compromise of these ethical principles 
were not used. 
Potential benefits. Benefits may include an increased sense in self-efficacy resulting 
from participation as an expert contributor to the community dialogue about homelessness.  An 
increased sense of community may also result from participation in public dissemination of the 
project findings. A longer-term benefit may be favorable changes in policy that support 
population specific health services 
Incentives. Incentives provided to participants included: 1) light meals at each group 
meeting provided by the study team, and 2) ownership of the camera and photographs that were 
taken upon conclusion of data collection. The voluntary nature of the project and the nominal 
value of the incentives did not represent a coercive influence for participation (Erlen, Sauder & 
Mellors, 1999; Grant & Sugarman, 2004; Halpern, 2011). See Table 2 for project timeline.  
Results 
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Sociodemographic Characteristics  
  Characteristics describing the participant sample were collected on three domains to 
include demographics, homeless history and health history. This self-reported data are 
summarized below and in Table 4:  
Demographic data. Sociodemographic data included age, gender, race, education, 
employment and other characteristics. Ages were reported in ranges rather than discrete values.  
The ages of participants ranged from 25 to 63 with an average age range of 45-49. Ninety 
percent were males, 60% were White and 40% were Black. Their education range from 8th grade 
to some vocational training. Eighty percent were unemployed. Ten percent were military 
veterans, Ninety percent were Kenton County residents. Eighty percent had some form of health 
insurance coverage (Medicaid and/or Medicare). Forty percent received social security disability 
income. 
Homeless history data. Sociodemographic data also included information about duration, 
frequency and causes of homelessness among the participants. Duration was reported as a range 
rather than a discrete value. The average range for duration overall was 9-12 months with 40% 
reporting 13 months or more. The average frequency of homelessness in the preceding three 
years was three times overall, with 30% reporting four or more episodes. Fifty percent cited 
family problems and 30% health problems as causes for becoming homeless.  
Health history data. Finally, data regarding health conditions and health care utilization was 
solicited. The top three reported physical health conditions included cardiovascular disease 
(40%), respiratory disease (40%), and chronic pain (40%). Eighty percent of participants 
reported more than one concurrent health condition. Eighty percent used tobacco, 20% used 
alcohol, and 10% used intravenous drugs. The top three mental health conditions reported were 
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depression (70%), anxiety (40%), and bipolar disorder/schizophrenia (40%). Overall, 
participants reported being prescribed an average of three prescription medications. Emergency 
department visits in the previous 12 months averaged two overall, with one participant reporting 
six or more visits. Seventy percent self-rated their health as fair. Fifty percent cite having stable 
housing as the most important thing needed to improve their health. 
 Open responses. Participants were asked two open response questions. The first question 
asked what concerned them most about their health. Mental and emotional problem ranked high 
as concerns. The second question asked what they believed they needed most to improve their 
health. Fifty percent of the sample specifically said a home. 
Health Self-Efficacy 
Each question of the Health Self-Efficacy scale is phrased positively, therefore, higher  
 
values correlate to higher levels of agreement with each statement, reflecting higher perceived  
 
self-efficacy. Pre-and post-test means for each question ranged from 3.5 to 4.0 out of 5.0,  
 
correlating to moderate to high self-efficacy. Calculated p-values using a two tailed, paired T- 
 
test for each question were not statistically significant between the pre-and post-test means,  
 
therefore, no association in perceived self-efficacy resulting from participation in PAR was  
 
demonstrated.  
 
Perceptions of Health  
 Thematic analysis of the transcribed audio recordings yielded the following themes 
which are detailed in the sections that follow: 1) survival (as an overarching theme), 2) health 
problems of greatest concern, 3) prioritizing health needs, and 4) resources and strategies for 
meeting health needs.  
Theme 1: Survival. Survival resonated strongly as a unanimous overarching theme in  
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the transcribed interview data. Absent stable housing, basic survival priorities centered around  
 
securing safe shelter and food while preserving personal safety take precedence. Survival  
 
demanded one’s full attention and elicited a present focused mindset. Planning for the future or  
 
engaging in health promotion or disease management activities lacked relevance while homeless.  
 
A 50-year-old participant states, “Every day of my life I am focused on getting what I need so I  
 
can survive. All I am doing is waiting for death.” Sustained survivalist living confers  
 
compromised physical and mental health, further reinforcing the cyclical, crisis-driven and  
 
reactive nature of homelessness. Best stated by a 45-year-old participant:  
 
“Out on the street you never know where you are going to sleep from night to night. I  
 
mean, it might be under a bridge one night. It might be on a bench one night. It might  
 
even be out in the woods one night. It totally stresses you out. It breaks you down and  
 
wears you out to where you don’t care. I mean, you get to the point that you just care  
 
about nothing anymore. It just drags you down into a hole.” 
 
 
        Homeless man sleeping near river bank 
 
No longer fitting societal norms, the homeless found themselves socially isolated and  
 
stereotyped. “We are stereotyped. We’re nasty and dirty, low lives, bums. Get a job. Lazy. We’re  
 
nobody to them. We’re not what we’re stereotyped to be” (40 year-old participant). The loss of  
 
meaningful relationship with others confers perceived judgment, frustration, and hopelessness  
 
within a solitary effort to simply survive.  
 
“Me, I’m a human being. I like to be treated like one instead of treated like a piece of dirt  
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out here on the street. The pubic is against [homeless] services, but can’t tell you where  
 
they are. How much of a problem can they be?” (55 year-old participant).  
 
Theme 2: Health Problems of Greatest Concern. This theme reflects a shift in  
 
perspective about what constitutes a health concern while homeless. 
 
Housing Security. A lack of stable housing was cited by all participants as their biggest  
 
health concern. While housing status is not typically considered a health condition, it is  
 
recognized as a key determinant of health status. As described by a 47-year-old participant,  
 
“You’re constantly walking. Constantly on the move. You’re just running your body down to  
 
where it is at the breaking point. Constantly fatigued.” This illustrates the awareness that stable  
 
housing provides the infrastructure from which basic needs can be met, health conditions can  
 
meaningfully managed, affords protection from harm, and offers respite for rest and recovery of  
 
the body, mind and spirit.  
 
 Two participants emphasized the need not only for stable housing, but also  
 
safe and clean housing. Low income or subsidized housing is reported as often substandard in  
 
terms of being infested with rodents and other pests, mold and/or lead. Additionally, treatments  
 
to counteract such issues, such as the spraying of insecticides, are problematic to health. A 48  
 
year old participant states:  
 
“It’s not just getting housing, it’s getting housing that’s safe to live in.” [My niece’s  
 
house is] infested because the landlord is a slumlord. Being an asthmatic, you  
 
can’t breathe in all of that. You’re breathing in roach eggs, roach spray, roach bombs and  
 
you just can’t live like this. You can’t breathe. My grandson has lead poisoning because  
 
of where he has to live.”  
 
This participant’s comments illustrates awareness that substandard housing conditions create  
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significant health risks that may exacerbate underlying health conditions or create some that did  
 
not previously exist. Three participants reported they lost housing due to unsafe living  
 
conditions. The quality of housing mediates its sustainability and its ability to improve health  
 
outcomes. 
 
 Food Security. The reliability of safe and nutritious food sources was another concern  
 
shared by all participants. Food was available from a variety of sources, but was not always  
 
deemed safe or nutritious. Meeting conditions to access food sources was also a major  
 
consideration. Minimally, these conditions included being at a specific location at a specific time  
 
when food was being served or distributed. The days of the week and times of day that meals  
 
were offered was variable and time constrained.  Once accessed, limits were placed on the  
 
amount of food one can have which was usually a single pre-determined serving size that lacks  
 
satiety. Other conditions may include having to pass a breathalyzer, participate in a religious  
 
service, or be segregated based on gender to access food sources. A 38 year-old participant  
 
explains: “Fairhaven serves an evening meal to only men. Women are not allowed. Sometimes  
 
the men get seconds and share that food with women on the street.” The quality of available food  
 
is also limited. Meal programs tend to serve high carb, low protein food with limited fruits,  
 
vegetables or whole foods. “They [Parish Kitchen] pretty much feed some kind of pasta. They  
 
usually got a fruit cocktail and a choice of dessert. Vegetables are from  
 
a can. This is the only meal most people get each day, especially the women.” (38 year-old  
 
participant).  
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     Parish Kitchen meal 
 
Over time, nutritional quality is compromised and proves challenging for those with  
 
health conditions that necessitate specialized diets. 
  
 Personal safety. This subtheme was identified from all ten of the participants who spoke  
 
to the inherent safety risks associated with being homeless. All at one time or another reported  
 
being victimized. Common forms of victimization included theft of one’s belongings, being  
 
coerced into doing undesired things, and physical or sexual assault. One participant spoke to the  
 
prevalence of assaults that occur in alleyways at night”: “People walking down the street walk  
 
right past the alleys and have no idea what goes on in there. I mean people get raped and  
 
murdered and no one even notices” (54 year-old participant).  
 
 
Covington alleyway 
 
Where one chose to seek shelter or sleep was determined by the degree of physical safety that  
 
was perceived. Concerns about personal safety led to hypervigilance and lack of sleep,  
 
perpetuating a chaotic and crisis driven existence. “How was I gonna be able to go to sleep and  
 
protect myself?” (30-year-old participant). Four participants spoke about carrying weapons for  
 
protection, such as knives, and erecting “booby traps” or makeshift alarm systems around their  
 
camps to warn them of intruders. 
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 Environmental and physical health. All participants spoke about how aspects of the  
 
environment can make one less healthy. Physical health risks were predominantly related to  
 
environmental exposure and self-neglect of physical health. They reported constant walking in  
 
ill-fitting footwear and inclement weather conditions that led to foot trauma, ulcers, and  
 
infections. One participant reported experiencing hypothermia and frostbite while another  
 
reported heat stroke; both reported chronic residual physical effects from these events. Existing  
 
chronic health conditions worsen as self-management capacity during homelessness fails in the  
 
absence of a safe, sheltered location to rest and recuperate. “Every day, out in the heat or cold,  
 
it is just at the bottom. That is where you are at. Constantly on the move. You’re just running  
 
your body down to where it is at the point of exhaustion” (41-year-old participant). 
  
 Mental and Emotional Health. The participants recognized that mental health and  
 
physical health are inseparable. All participants referenced the significant toll that  
 
homelessness takes on mental and emotional health. A history of physical or emotional trauma  
 
was reported by all with common experiences being child abuse, domestic violence and assault.  
 
A 48 year-old participant recalls: “my dad used to beat my mom. I would step in to try and stop  
 
him and I would get beaten, too. All he ever told me was how I would never amount to  
 
anything”.  All reported a lack of meaningful social support from family or friends while half  
 
reported receiving mental health services at some point in the past year. All participants reported  
 
struggling with anxiety, depression and suicidal ideation, however, none reported any mental  
 
illness associated with psychosis. Constant worry was the most common concern as they struggle  
 
to balance survival priorities with efforts to obtain necessary social service benefits, seek or  
 
maintain employment, secure housing, and maintain health. “My mind races constantly. I worry  
 
about everything. It’s hard to keep things straight and do what I need to do” (48 year-old  
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participant). 
   
Theme 3: Prioritizing Health Needs.   
 
How and when health needs are addressed in the context of competing survival priorities  
 
is described in this theme. Overall, meeting basic needs, to include health, was represented as a  
 
crisis motivated response. Unpredictable circumstances and housing instability shifted priorities  
 
to a present-focused survival mindset rather than a future-oriented preventive mindset. As a  
 
result, caring for physical health generally ranked well below other more pressing survival needs.  
 
Physical health needs were addressed by “toughing it out” until a problem provoked symptoms  
 
that interfered with, or incapacitated, one’s ability to meet other higher ranked survival priorities.  
 
Once medical care was deemed necessary, homeless participants endeavored to find it with  
 
considerations that included 1) the type of service needed, 2) the location of services, 3) the  
 
hours of operation, and 4) how welcoming service locations were found to be in the past.  
 
Participants reported limited access to personal or public transportation and reliable  
 
phone service, making the proximity of services within walking distance a necessity. Even when  
 
accounting for proximity, navigating the complexity of the formal healthcare system requires an  
 
understanding of, and compliance with, imposed system processes that are foreign to and  
 
incompatible with the reality of homelessness. Participants reported that the default access point  
 
into the health care system is the emergency department (ED). Representing the path of least  
 
resistance, the ED can be accessed at any time of day. Participants noted, however, that how they  
 
are treated by health care personnel, the perceived quality of care received, and the relevance of  
 
that care to their homeless living situation was lacking.  
 
Theme 4: Resources and Strategies for Meeting Health Needs. This theme is defined  
 
as resources and strategies used by homeless participants to meet their health and survival needs.  
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These were divided into external and internal sources. External resources are those goods and  
 
services provided within the community that are accessed by homeless persons to meet their self- 
 
identified needs. Internal resources are those personal characteristics and coping strategies  
 
used by homeless persons to meet survival needs. The external and internal resources and  
 
strategies discussed herein reflect those that were collectively and unanimously discussed by  
 
participants as those routinely utilized. 
 
 External resources. External resources were those services and agencies accessed within  
 
the community. These were emergency shelter, soup kitchens and meal programs, miscellaneous  
 
support services, and physical and mental health care. 
 
 Emergency shelter. Three emergency shelter options for adult men and women were  
 
described. All offer night time shelter only, leaving guests to fend for themselves on the street  
 
during daytime hours. Of these, the Emergency Shelter of Northern Kentucky (ESNKY) was the  
 
most frequently referenced and had been accessed by all except for the one female participant.  
 
Participants used words such as “home”, “family”, and “life-saving” to describe their  
 
experiences with this shelter. It is differentiated from the other two in that shelter could be  
 
accessed by both men and women and it imposed no condition for sobriety. Participants who  
 
utilized this shelter expressed distress that the shelter may close due to lack of public support. As  
 
one 48-year old participant states, “this shelter is the only thing that keeps us alive in the winter.”  
 
Another 55 year-old participant said about public sentiment: 
 
“Let’s just scoot them to the side. Let’s close down this shelter. Then we do not have any  
 
other place to go. If they would take the time to understand what we go through and  
 
actually went through it…until they can see exactly what goes on out here they will never  
 
understand it.” 
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       Homeless male awaiting entry to ESNKY 
 
 Food sources. Food was predominantly sourced at Parish Kitchen (PK), a local faith- 
 
based soup kitchen. Parish Kitchen is known to be a well-established and highly reliable meal  
 
program that serves lunch every day of the year to all comers. Participants reported regularly  
 
eating at PK and indicated that for many it is the only meal they reliably receive each day.  
 
“Parish Kitchen feeds every day, and that’s mainly the only meal that most people get every  
 
single day, especially for the females.” (41-year-old participant). The PK staff are praised for  
 
being welcoming and greeting each of their guests by name. Participants did note that the  
 
nutritional value of the food at PK is carbohydrate heavy and that it is difficult to adhere to  
 
specialized diets necessitated by conditions such as diabetes. Meals were also reported as lacking  
 
satiety as just one pre-determined serving size is offered. Evening meals were provided at FRC  
 
to men only after passing a breathalyzer and participating in a religious service.  
  
 Miscellaneous support services. A variety of miscellaneous support services were  
 
reported by participants as sources of donated goods and services such as clothing, personal  
 
hygiene supplies, sleeping bags, tents and blankets. The Kenton County Public Library (KCPL)  
 
was frequently referred to as the unofficial daytime shelter. “The library is where everybody  
 
goes when the shelters let out in the morning, especially when the weather is bad. You can read  
 
or get on the computer and nobody hassles you.” (35 year-old participant).  
 
Opinions about the Covington Police Department (CPD) were polarized. Some  
 
participants criticized the (CPD) for enforcing ordinances and codes that criminalize homeless  
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survival tactics such as sleeping in public or camping on the river bank. A 45-year old participant  
 
stated: “If you lie down and sleep, they’re going to kick you in the feet or tap on your shoulder  
 
trying to wake you up and move you on.” Others judged the CPD as benevolent, stating that  
 
sometimes being arrested was an act of mercy to protect them from particularly dangerous  
 
situations such as bitterly cold weather. 
 
The participants especially appreciated one service organization for its non-judgmental  
 
acceptance. A 42-year-old participant stated, “Welcome House is hope for people to get a place  
 
of their own to live, where you are free to live your own life the way you want to run it”.  
 
Another described it as a “second chance” and “hope for the future”.  
 
 Physical Health services. The emergency department (ED) ranked among participants as  
 
the most frequent method used to access health care services. Eleven participants reported using  
 
one ED most of the time due to proximity, but reported the experiences to be unwelcoming and  
 
unsatisfying.  A 46-year old participant explains: 
 
 “You go to the hospital. Well, he’s homeless. Let us rush him in and out. They don’t  
 
care. The emergency room here in Covington, I go there. I might as well be going to the  
 
veterinarian clinic.”  
 
These same participants reported being falsely accused of drug seeking and feel their  
 
concerns were not taken seriously. Reasons cited for accessing ED services included treatment  
 
for acute illness or injury, medication refills, mental health concerns, and desire for addiction  
 
treatment. The latter two, mental health and addiction treatment, are reported as the most desired  
 
and most difficult to acquire.  
 
 Mental health services. In addition to physical needs, participants reported accessing the  
 
ED for acute mental health needs including suicidal ideation and psychosis. Sometimes this  
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resulted in admission to acute care facilities.  Once discharged, however, mental health care was  
 
not provided in an ongoing manner. The participants noted that one community based agency  
 
offered mental health services to the underinsured and uninsured. Half of those who received  
 
such services thought they were beneficial, however, they experienced long wait times to see a  
 
prescriber for psychiatric medications. 
 
Internal Strategies. Internal resources were self-management choices made by the  
 
homeless to maintain health. These were panhandling, self-medicating, blending in, creating  
 
family, and resilience. 
 
 Panhandling. Panhandling is when an individual solicits another for money, typically by  
 
standing on a street corner and holding a sign. All participants indicated that they have  
 
panhandled at one time or another to meet a perceived, immediate need. All but two participants  
 
supported panhandling only if there were no other options. Reasons cited for panhandling  
 
included acquiring food, alcohol and drugs. 
 
 
     Panhandler 
 
 Self-Medicating. Self-medicating with alcohol or illicit drugs (i.e. opiates,  
 
heroin), was reported as a common coping strategy to deal with physical, psychologic, or  
 
emotional trauma and social isolation. Nine of eleven participants described “being well” while  
 
using a substance and “being sick” when not using a substance. This self-management decision  
 
a) offers an immediate, although temporary, respite from multidimensional pain, b) prevents  
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withdrawal in the absence of available addiction treatment services, and c) is readily available  
 
and easy to access.  
 
    Alcohol as a form of self-medication 
 
 Blending In. All participants related the importance of “blending in” as a strategy to  
 
reduce public stigma and more easily navigate the community. Member checking revealed  
 
blending in behaviors to include a) maintaining good hygiene and wearing clean clothes, b)  
 
avoiding public intoxication, c) cleaning up after oneself (leaving no trace behind), d) being  
 
courteous and respectful, and 3) minimizing visibility of survival tactics. Absent housing,  
 
participants reported having to privatize public spaces to meet self-care needs which requires a  
 
working knowledge of how and when to access and utilize spaces in a manner that avoids  
 
detection. Examples reported by participants include the use of pubic bathrooms for toileting and  
 
hygiene care, bathing in the river, boiling water over a campfire to use for bathing, and using  
 
alleyways or digging trenches in the woods for toileting. Positive “blending in” behaviors  
 
reduce unwanted attention, while eliciting unwanted attention engenders negative public  
 
perception and can result in incarceration. A 50 year-old participant offers the following  
 
observation in support of blending in:  
 
“I carry a bag around. People don’t hardly talk to you. They won’t smile at you. But  
 
sometimes I go without a bag. Everybody smiles and says hello. It’s a whole different  
 
world if you don’t have a bag”. 
 
 Creating family. Participants reported developing a network of communication and  
 
support within their homeless ranks. These relationships helped reduce feelings of social  
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isolation and promoted a feeling of safety. Two participants referred to these relationships as  
 
“family”.  Participant statements that spoke to this sentiment included those from a 38-year-old  
 
participant: “a few of them out here have my back like military. That’s why I call them family”;  
 
another from a 48-year old participant: “He would do anything for me. He helps me when I need  
 
something. He is a good person.”; and lastly, from a 41-year-old participant about a wheelchair  
 
bound homeless man: “Now when I see him once in awhile, I give him a sandwich. I help to  
 
make sure he eats, and to make sure he has something in his belly instead of that alcohol.”  
 
Despite these examples of camaraderie, participants acknowledged that they are also commonly  
 
victims of theft and assault and therefore, choose their liaisons carefully. 
 
 Resilience. Each participant spoke about resilience. They described examples of  
 
formidable challenges they have faced and the hopelessness that resulted. Despite this, they  
 
found ways revive hope and persevere. “Sometimes I think about ending it all. But, then I think  
 
about everything I have survived. So, there must be a reason I am here and I keep going” (45  
 
year-old participant). 
 
Discussion 
 
  Photovoice facilitated a rich exchange of ideas and sharing of experiences about how  
 
homeless adults maintain their health. The themes that were derived from the comments of the  
 
participants illustrate a sophisticated understanding of, and an authentic desire, to maintain one’s  
 
health despite being homeless. This is supported by high rankings for perceived self-efficacy by  
 
participants on the HSE. This suggests a willingness and drive to address their health needs that  
 
is otherwise tempered by frustrations that stem from the limitations of external resources,  
 
barriers to service access, and incremental threats to health imposed by housing instability. 
 
Of the themes derived from the data, survival and housing security are most prominent. A  
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lack of stable housing reduces existence to pure survival mode where meeting physiologic and  
 
safety needs become a singular priority. Higher level human needs of belonging and love, self- 
 
esteem, and self-actualization recede into the background when basic survival needs are not met.  
 
In this context of high vulnerability, meeting basic needs while homeless necessitates  
 
dependence on others. Perceived needs of the homeless contrast sharply with perceptions of the  
 
community in which they carry out their daily struggle to survive. Public perception heavily  
 
influences the types of homeless services that are offered and how they can be accessed.  
 
Perception dissonance that disregards the homeless voice leads to ineffective and inefficient  
 
service delivery, ultimately contributing to, rather than ameliorating homelessness.  
 
Findings from this study support stable housing as a key mediator for stabilizing and  
 
improving health outcomes for homeless adults. From a practical standpoint, housing provides a  
 
place to store one’s belongings, shelter from the elements and physical harm, an opportunity to  
 
sleep and rest, refrigeration for storage of food, clean drinking water and sanitation. Without  
 
housing, public spaces must be privatized to carry out basic hygiene needs such as bathing and  
 
toileting, food and water sources are unpredictable or inconsistent, and belongings must be  
 
scaled down so they can be carried on one’s person wherever they may go. Without a safe place  
 
to store belongings, including medications and medical supplies, personal items often get lost or  
 
stolen. Without housing, maintaining a routine that may include keeping medical appointments  
 
and following prescribed treatment regimens is daunting. 
 
Comparison of findings from this study to the existing literature reflects the following  
 
congruencies and inherent multidimensional complexity: 1) housing and health are highly  
 
interdependent; 2) competing survival priorities compromise the ability of homeless individuals  
 
to appropriately utilize health care services and adequately self-manage their health; 3) the ED  
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is the predominant source of health care; 4) multi-morbidity reflecting physical, psychiatric and  
 
addiction dimensions are significant; 5) homeless survival tactics are criminalized; and 6) public  
 
sentiment and policy is unfavorable towards homelessness. This study uniquely adds experiential  
 
insight from homeless individuals about their health within this well documented context. The  
 
integration of context and narrative experience exposes implications for homeless centric heath  
 
care and yields targeted recommendations for improving health outcomes for the homeless in  
 
Northern Kentucky.  
 
Implications. The most significant implication for healthcare is redefining what  
 
constitutes a health condition. Health is typically viewed in terms of disease states and based  
 
largely on physical biomarkers. Treatment is then directed toward stabilizing or curing the  
 
disease state. Social conditions, although understood to influence health, are not the priority of a  
 
prescribed disease management plan. When homeless, however, unstable housing confers health  
 
ramifications on par with health conditions derived from physical findings.  Achieving parity  
 
between housing and health, however, challenges the norms of healthcare and demands novel  
 
collaboration between health systems and community based social services that integrate  
 
permanent supportive housing and case management. Reconciling the disconnect between health  
 
(health systems) and housing (community based social services) offers the best option for  
 
stabilizing and improving health outcomes for homeless adults. 
 
Recommendations. Targeted recommendations to support a shift in emphasis for  
 
health systems towards homeless centric healthcare are derived from the narrative health  
 
experiences of participants. Categories include a) education, b) collaboration, c) practice  
 
changes, and d) advocacy.  
 
Education. Education of health service administration, providers and staff about  
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homelessness is a necessary antecedent to initiating meaningful practice changes. Educational  
 
targets should include a) self and organizational identification of stereotype bias towards  
 
homelessness, and b) acquiring a holistic and evidence based understanding of homelessness that  
 
integrates health implications with social, economic, and political factors. Passive fact based  
 
education must be complemented with extensive in-depth immersion experiences with the  
 
homeless. To replace stereotype bias with empathy requires meeting people where they are  
 
geographically, emotionally and spiritually. Only from an acquired base of tacit knowledge can  
 
meaningful practice changes emerge. 
 
 Collaboration. Collaboration with community based service providers, both formal and  
 
informal, is the next essential step towards expanding interdisciplinary collaboration beyond the  
 
walls of the health system.  Structured bilateral immersion experiences are needed to bridge  
 
knowledge gaps and build consensus for developing fluid homeless centric transitions in care.  
 
Inherent with these experiences is direct interaction with homeless individuals who are receiving  
 
care from various providers to gauge their perception of, and response to, the services they are  
 
receiving. The direct voice of homeless, and previously homeless, individuals must be  
 
intentionally incorporated into process planning and implementation. Absent their input, any  
 
processes devised will be provider centric, rather than homeless centric, thus perpetuating the  
 
cycle of crisis driven health care for the homeless.  
 
 Practice Changes. The collaboration phase should yield recommendations for targeted  
 
practice changes. While these are expected to be unique to the identified assets and deficits of the  
 
health system and community, there are global areas that must be addressed. First, screening for  
 
housing status should occur at each health system encounter and be documented in the health  
 
record to include the associated ICD-10 code. Screening heighten awareness, alerts care  
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providers to adapt treatment plans, and triggers social service consultations with community  
 
providers. Second, clinical guidelines for disease management should be adapted for the social 
 
context of homelessness. Doing so enhances the relevance of care and engenders trust between  
 
health service providers and homeless individuals. Third, awareness facilitates collaborative,  
 
homeless centric discharge planning that integrates disease management with efforts towards  
 
securing sustainable housing. This approach simultaneously capitalizes on the assets of both the  
 
health system and community to improve homeless health outcomes while ameliorating  
 
indiscriminate ED utilization and its related cost burden. Fourth, the locations where health care  
 
is provided should be expanded to areas where the homeless are known to congregate such as  
 
shelters and soup kitchens. Location expansion affords improved access to care and eases the  
 
burden of navigating a complex system of care for individuals who lack the means and resources  
 
to realistically do so. Fifth, the overlap of physical, mental, and substance use conditions is  
 
significant. Although typically regarded and treated as separate entities, a holistic approach that  
 
integrates all simultaneously would be more efficacious. Treatment integration using a holistic  
 
approach offers a better alternative for stabilizing health and achieving sobriety in a more  
 
sustainable manner. Finally, medical respite care is greatly needed to offer recuperative care to  
 
homeless individuals that need extended recovery time due to surgery, illness, or injury. Early  
 
hospital discharge and a lack of a safe, sheltered location to recuperate reinforces early  
 
readmission and perpetuates cyclical crisis-driven care. 
 
 Advocacy. Advocating for the health of homeless individuals requires an expanded,  
 
holistic approach that incorporates social, economic, and political domains. Health is more than a  
 
diagnosed disease state in need of treatment. It is reflected in the health of the larger community  
 
and how that community distributes its resources. Public policy regarding homelessness is  
 
Running	Head:	MAINTAINING	ONE’S	HEALTH	WHILE	HOMELESS	 58	
influenced by perception that is heavily laden with stereotype bias. Overcoming stereotype bias  
 
requires replacing judgment with empathy. Advocacy that facilitates sustained, active  
 
engagement of the community with its homeless citizens is humanizing and builds capacity for  
 
favorable social change and improved health outcomes.  
 
Strengths and Limitations 
Strengths 
Several notable advantages to PAR using Photovoice methodology were recognized. 
These included the integration of researcher and community expertise, enhanced quality and 
capacity of the research findings to the target population, empowerment of marginalized 
community members, bridging of cultural differences and development of mutual trust, 
improved access to resources, and facilitation of favorable social change (MacDonald, 2012; 
IOM, 2003; Israel et al, 2001).   
An important strength of this study was findings that were derived entirely from the  
 
first-person narrative of homeless individuals. This collective voice allowed for comparison with  
 
the existing literature and yielded targets for improving health service delivery to the homeless in  
 
Northern Kentucky. Additionally, the recommended target sample size of 10 was achieved.  
 
Finally, validity of the findings was supported by participant consensus on key issues confirmed  
 
through member checking. 
 
Limitations 
Significant challenges with PAR needed to be proactively acknowledged and addressed 
for the benefits to be realized. First, mutual and authentic relationship building was a critical 
antecedent for establishing trust and transparency prior to engaging in the research. Researchers 
must acknowledge their personally held perceptions, biases, and motivations to avoid imposing 
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them upon the research process and disenfranchising community members (Chen et al, 2006; 
Christopher, Watts, McCormick & Young, 2008; Israel et al, 2001; MacDonald, 2012). As the 
co-PI, this author employed bracketing and solicited guidance from an expert qualitative 
researcher at each stage of the project to minimize the risk of imposed bias. 
Second, inherent issues of power imbalance can create conflict and compromise the 
research agenda. Socioeconomic and educational discrepancies along with insider-outsider 
tensions between the researcher and community participants may contribute to misunderstanding 
and mistrust. Transparent and timely communication throughout the research process is vital to 
promote mutual understanding, inclusion and validation. Researchers must routinely revisit 
personally held beliefs and practice cultural humility to mitigate unintended, adverse influence 
upon, or manipulation of, participant engagement (Christopher et al, 2008; MacDonald, 2012; 
Minkler, 2004). As a seasoned health professional with extensive experience working with 
homeless adults, this potential for dissonance and the risk for adverse impact was acutely 
appreciated. Previously established and sustained trusting relationships developed by the co-PI 
with homeless adults through direct interaction at the recruitment locations offered a credible 
buffer to minimize dissonance. 
Other potential challenges included the time investment to carry out the research, the 
depth of community immersion, associated costs, the need for strong communication and conflict 
resolution skills and a commitment to sustainability. The co-PI had an established presence and 
maintained active clinical practice in the target community serving homeless adults. This 
included strong collaborative relationships with the recruitment sites that pledged support and 
assistance for carrying out this project.  
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It was also expected that it could be difficult for participants to maintain consistent 
engagement. To promote sustained interest, the timeline was brief, participation meaningfully 
incentivized, and meetings as conveniently situated and comfortable as possible.  
The sample size was small with minimal representation by females which  
 
limits generalizability of findings beyond the characteristics of the participant group in the  
 
study’s specific geographic location. A longer and more immersive study may contribute to  
 
deeper reflection and influence perceptions regarding health self-efficacy relative to PAR  
 
participation.  
 
Clinical Implications and Summary 
 This project proposed to investigate the health management practices of homeless adults 
in Covington, Kentucky by eliciting a first-person narrative using Photovoice. The findings will 
be used to determine best practices for assisting homeless adults meet their health needs, inform 
local health and public policy, and build the foundation for a local homeless coalition to advocate 
on behalf of homeless adults.  
Incidentally (and not part of this study), funding became available to support the 
establishment of a street outreach program for homeless adults in Northern Kentucky. 
Coordinated by WHNK, this interdisciplinary team to includes social work, mental health, and 
medical professionals and works collaboratively with other social service and health care 
agencies. Rather than reliance on a physical location, clients are engaged where they are 
geographically, emotionally and spiritually to establish relationships, address immediate needs, 
and facilitate connection to resources (Personal communication, J. Beale, April 26, 2017). This 
author is privileged to represent the medical component of this novel interdisciplinary team in 
service to this community’s most vulnerable citizens. The findings from this Photovoice study 
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have great potential to a) to channel the voice of homeless adults to directly impact the type and 
quality of health and social services offered, b) inform targeted initiatives for street outreach, and 
c) employ the outcomes from street outreach to influence local and state policies relative to 
homelessness. 
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You Are Invited To Attend An Information Session to 
Learn More About This Project  
Location: TBD 
Date & Time: TBD 
Light Refreshments Will Be Provided 
PhotoVoice 
Appendix A 
 
 
ARE YOU A HOMELESS ADULT?  
 
Seeking volunteers who are interested in learning about 
photography and taking pictures in their community as part  
of a research project on homelessness in Northern Kentucky 
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	 	 	 Appendix B 
 
Eligibility Screening Tool 
 
 
Name (First name, last initial)                                                                                      Date: 
 
Location Screened:  ___Emergency Shelter        ____ Welcome House          _____Library 
 
Phone Number: 
 
Areas Frequented: 
 
Inclusion Criteria Met Not Met Notes 
Unsheltered (not in transitional or permanent 
supportive housing) 
   
 
Age 18 years or older    
Not accompanied by children/minors     
Not pregnant    
Not a prisoner    
Able to speak and understand English    
Able to freely give informed consent    
Not demonstrating active psychosis or substance 
intoxication 
   
 
Eligible: ____ Yes    _____ No 
 
If Yes: 
 
1) Information handout given and reviewed? 
 
2) Sociodemographic form completed? 
 
3) HSE form completed? 
 
4) Information about next contact given? 
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Eligibility Screening Script 
 
RECRUITER: Hello, my name is Jennifer Cline. I am a DNP student from Drexel University. I 
am conducting a Photovoice project to learn how adults who are homeless take care of their 
health. Can I tell you more about this project? 
 
PROSPECTIVE PARTICIPANT: No. 
 
RECRUITER: Have a nice day. If you change your mind, you can reach me at this number (xxx-
xxx-xxxx) or notify the staff at any of the recruitment locations (ESNKY, WHNK, KCPL). A copy 
of the study information will be offered. 
 
PROSPECTIVE PARTICIPANT: Yes. 
 
RECRUITER: Thank you. Here is a copy of the project information. The purpose is to learn 
more about how you take care of your health. You will be given a camera and asked to take 
pictures that show what that means to you. Your pictures will be developed and we will then 
discuss the pictures you took. The pictures will be used to help others in the community 
understand your health needs from your point of view. This project will require that the study 
team and I meet with you 3 times over the next 4 weeks. At each meeting a meal will be 
provided and if you complete the entire project, you will keep the camera and the pictures that 
you take. You will also be invited to participate in a public presentation of the photos. Your 
participation is purely voluntary with no strings attached. Do you have any questions? Would 
you like to participate? 
 
PROSPECTIVE PARTICIPANT: No. 
 
RECRUITER: Have a nice day. If you change your mind, you can reach me at this number (xxx-
xxx-xxxx) or notify the staff at any of the recruitment locations (ESNKY, WHNK, KCPL). A copy 
of the study information will be offered. 
 
PROSPECTIVE PARTICIPANT: Yes. 
 
RECRUITER: Thank you. There is some paperwork that I need to complete with you. This will 
take about 30 minutes. The first is the consent to participate form. I will read through it with you 
and answer any questions that you have. If you agree, then I will need you to sign the form. If 
you do not agree, that is OK, and you do not have to sign the form. If you do sign the consent 
form, I will ask you some questions about your health and have you complete a very short 
questionnaire. Once this is done, I will give you information about our first meeting and answer 
any questions that you have. 
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Appendix C 
 
Adult Consent Form 
 
Drexel University  
Consent to Take Part In a Research Study 
1. Title of research study: Maintaining One’s Health While Homeless 
 
2. Researcher: Jennifer Cline 
 
3. Why you are being invited to take part in a research study 
This study is looking for adults who can provide a first-hand account of what it is like to take 
care of your health while homeless. 
 
4. What you should know about a research study 
• Someone will explain this research study to you. 
• Whether or not you take part is up to you. 
• You can choose not to take part. 
• You can agree to take part now and change your mind later. 
• If you decide to not be a part of this research no one will hold it against you. 
• Feel free to ask all the questions you want before you decide. 
 
5. Who can you talk to about this research study? 
If you have questions, concerns, or complaints, or think the research has hurt you, talk to the 
researcher, Jennifer Cline, at (859) 816-8884.  
This research has been reviewed and approved by an Institutional Review Board (IRB). An IRB 
reviews research projects so that steps are taken to protect the rights and welfare of humans 
subjects taking part in the research.  You may talk to them at (215) 762-3944 or email 
HRPP@drexel.edu for any of the following: 
• Your questions, concerns, or complaints are not being answered by the research team. 
• You cannot reach the research team. 
• You want to talk to someone besides the research team. 
• You have questions about your rights as a research subject. 
• You want to get information or provide input about this research. 
 
6. Why is this research being done? 
The purpose of this study is to learn about the strategies used by adults who are homeless to take 
care of their health. Decisions about the type, location and availability of services to assist 
homeless adults is based on the opinions of people who are not homeless. This includes how 
health care is provided and what is expected by health care providers and health systems of the 
clients they serve. Very often, what is provided, how it is provided, and what is expected is not 
sensitive to the situation and needs of adults who are homeless. This study seeks to understand 
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the view point of homeless adults and use that information to educate and improve services in the 
Northern Kentucky area. 
 
7. How long will the research last? 
We expect that you will be in this research study for 6 weeks which will require a) 3 meetings 
with the study team lasting approximately 2 hours each and b) a 7 day time period for taking 
pictures. 
 
8. How many people will be studied? 
I expect about 10 people will be in this research study, all of whom will be adults who are 
homeless in Northern Kentucky.   
 
9. What happens if I say yes, I want to be in this research? 
1) A survey that collects information about your living situation and health will be collected. 
2) You will complete a 5-question survey at the beginning and again at the end of the study. 
3) You will attend 3 meetings with the study team over a six-week period. Meetings will be held 
during day time hours at either the Emergency Shelter, Welcome House Shelter, or the 
Covington Library 
      Meeting 1 (approximately 2 hours)  
• You will be given a camera and instructions for taking pictures, including time to 
practice using the camera with a photographer. 
• This meeting will be in a group will all other participants 
Taking Pictures 
• You will use the camera to take pictures on your own over a 7 day period that 
begins immediately after Meeting 1. You will return the camera to the researcher 
on the 7th day so that pictures can be developed. 
Meeting 2 (approximately 1 hour) 
• You will meet with the study team one on one (not in a group) to look at and 
discuss your pictures. 
• This discussion will be audio-recorded for later review by the researcher and to 
make sure that it is your words that are used to describe your experiences. 
• The purpose of the pictures and your descriptions is to tell a story about your 
experiences with health while homeless from your viewpoint. This is a way to 
learn about what you think is working and not working to help you care for your 
health. It also offers a way to have your opinions heard at the community level. 
Meeting 3 (approximately 1.5 hours) 
• You will meet with the study team and other participants (in a group) to review 
the final pictures that will be included when presenting the results to the 
community. You will be asked to provide feedback and suggestions to make sure 
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that it is your voice that is being represented in the reported findings. You will 
also be asked for suggestions about what community members/groups you would 
like to have the results presented to. 
Community Presentation (approximately 1-2 hours) 
• This is NOT required for participation in the study. However, if you are 
interested, you are encouraged to participate in the presentation of the study 
results, that will include the pictures, to the community.  
10. What are my responsibilities if I take part in this research? 
• To attend and be on time for all meetings (3) 
• To take pictures and discuss them with the study team 
• Take care of the camera and return it when requested for developing the pictures. 
• Contribute to the presentation of findings within the community (optional) 
• Notify the researcher right away of any problems, concerns or injuries that occur that are 
related to the study 
 
11. What happens if I do not want to be in this research? 
You may decide not to take part in the research and it will not be held against you. 
 
12. What happens if I say yes, but I change my mind later? 
If you agree to take part in the research now, you can stop at any time and it will not be held 
against you. 
 
13. Is there any way being in this study could be bad for me? 
Inconvenience 
Participation will require that you plan for and follow through with all parts of the study. 
To make this as convenient as possible, the number and length of meetings required is 
kept to a minimum. Meetings will be scheduled at locations that are familiar to you 
during day time hours. 
Privacy Risks  
Your name will not be used in association with any pictures, notes or recordings collected 
during the study. Instead, you will be given a number code that will connect you with 
your information. Only the researcher will know the connection and this will not be 
shared with any person, group, or organization during, or any time after, the study ends. 
All participants and members of the study team will sign a confidentiality agreement 
stating that the identity, and any information known/learned about anyone in the study, 
will not be shared outside of the group. However, there is always a small chance that  
Risk of Injury 
This is unlikely and can be prevented by not doing anything you would not normally do 
or going anywhere that you would not normally go.  
Legal Risks 
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This is unlikely if you do not a) engage in risky activity for the purposes of taking a 
picture and b) do not take pictures of private property or people’s faces 
Psychological/Emotional Risks 
Discussion about the pictures you take and your life experiences may make you feel 
uncomfortable or upset. You will not be forced to talk about anything that you do not 
want to share. 
Risk of Exploitation (Taking advantage of you) 
Your participation is purely voluntary. There is no special benefit to participating and no 
negative outcome from not participating.   
14. Do I have to pay for anything while I am on this study? 
There is no cost to you for participating in this study.  
15. Will being in this study help me in any way? 
There are no direct benefits to you from your taking part in this research. We cannot promise any 
benefits to others from your taking part in this research.  An indirect benefit is the opportunity to 
have your opinions about community services for homeless adults made known to local service 
providers and city officials. 
16. What happens to the information that is collected? 
Efforts will be made to limit access to your personal information including research study 
records, treatment or therapy records to people who have a need to review this information. We 
cannot promise complete secrecy. Organizations that may inspect and copy your information 
include the IRB and other representatives of this organization.  
 
For the purposes of this study, no health or treatment records are needed and therefore, there is 
no expectation for sharing any study information with health service agencies. Information about 
you will be kept anonymous (no name) and otherwise not be shared with anyone not directly 
involved in approving or carrying out the research.  
 
Data collected in the study includes the two questionnaires and the transcribed recordings during 
which the pictures are discussed. This data will be kept by the researcher for a period of 5 years. 
This information will be stored securely on a password protected computer owned and 
maintained by the researcher. Only the researcher, Jennifer Cline, will have access to the stored 
data.  
 
The results of this research may be published. However, your name and other identifying 
information will be kept confidential (private). 
17. Can I be removed from the research without my OK? 
The person in charge of the research study or the sponsor can remove you from the research 
study without your approval. Possible reasons for removal include failure to attend all meetings 
and/or failure to return the camera when requested. 
18. What else do I need to know? 
This research study is being done by Drexel University. The researcher is a doctoral student in 
Nursing at Drexel University, and a Nurse Practitioner affiliated with Pike Street Clinic in your 
community. 
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If you agree to take part in this research study, you will be provided meals at each of the 
scheduled meetings and will keep the camera that was loaned to you and all photos that you took 
upon completion of the study as compensation for your time and effort.  
 
Statement of Agreement: By signing this consent form, I agree to participate in this Photovoice 
project. I also understand and agree, that unless otherwise notified in writing, that I am giving 
Drexel University and the researcher, Jennifer Cline, unlimited permission to copyright and use 
my photographs, interviews, and narratives for use in presentations, public exhibits, electronic or 
print publications and/or other educational purposes. My name and other identifying information 
will be excluded unless I otherwise give consent in writing. 
Your participation is completely voluntary. By signing this paper, you are saying that you have 
read this paper and want to fully participate in this research project. It is perfectly okay if you do 
not sign this paper or if you change your mind later.  
 
Signature Block for Capable Adult 
Your signature documents your permission to take part in this research. 
DO NOT SIGN THIS FORM AFTER THIS 
DATE 
 
 
 
 
 
à  
 
 
 
  
Signature of subject  Date 
  
Printed name of subject 
   
Signature of person obtaining consent  Date 
   
Printed name of person obtaining consent  Form Date 
 
My signature below documents that the information in the consent document and any other written information was 
accurately explained to, and apparently understood by, the subject, and that consent was freely given by the subject. 
   
Signature of witness to consent process  Date 
  
Printed name of person witnessing consent process 
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Appendix D 
 
Sociodemographic Form 
 
 
Age 
 
25-29    30-34     35-39     40-44    45-49    50-54    55-59    60-64    65+  
 
Gender Male       Female       Transgender   
 
Race/Ethnicity White      Black      Hispanic       Other   specify ___________ 
 
Education 8th grade or less    Some high school    High school graduate/GED    Some college/vocational training     
 
College/vocational graduate   
Employment No       Yes   specify___________________ 
Veteran No        Yes   
 
County of 
Residence 
Kenton        Campbell        Boone        Other    specify________________ 
 
Health Insurance 
 
No       Yes   specify:  Medicaid       Medicare        VA         Other    
 
 
Income Source 
 
None     Day Labor     Regular Job     SSI/SSDI      Other   specify _______________ 
 
How long 
homeless? 
If homeless more 
than once, answer 
according to this 
current episode 
 
 
0-3 months       4-6 months     6-9 months      9-12 months     13 or more months   
How many times 
homeless in past 
3 years 
 
1 time            2 times          3 times          4 or more times   
Cause of 
homelessness? 
 
Job loss     Family problems     Incarceration     Health issues      Other      specify____________ 
 
Where are you 
staying while 
homeless? 
 
Emergency Shelter     Welcome House     Outdoors      Other   specify___________ 
Do you have a 
support system?  
Someone who can 
or does help you 
 
 
Family member           Friend           Caseworker           Other   
 
 
Any medical 
conditions? 
 
 
   Heart/Blood pressure 
   Lungs/Breathing 
   Stomach/Pancreas/Gallbladder 
   Liver/Cirrhosis/Hepatitis C 
   HIV/AIDS 
   Kidneys    
   Bones/Muscles 
   Chronic pain/Neuropathy 
   Stroke/Seizures/Head Injury 
   Skin problems (i.e. rashes, infections, wounds) 
   Foot problems 
   Frostbite/Hypothermia 
   Problems with teeth and gums              
   Cancer    
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  Addiction: (i.e. drugs, alcohol)     If yes, any rehab attempts? Specify_______________ 
 
Any substance 
use disorders? 
 
Tobacco: No       Yes   specify___________________ 
 
Alcohol: No       Yes   specify___________________ 
 
Drugs:     No       Yes   specify___________________ 
 
Ever participate in a drug or alcohol rehab program? No       Yes   specify___________________ 
Any mental 
health 
conditions? 
Depression               Anxiety                    Bipolar/Schizophrenia                 Suicide attempts   
 
If yes to any, receiving treatment?  No      Yes      Ever hospitalized for these conditions?  No      Yes   
Number of 
medications 
taking? 
 
None      1-3      4-6      6 or more   
Any special 
medical 
equipment used? 
 
No          Yes   specify_______________   (i.e. glucometer, nebulizer, wheelchair, walker, cane, etc.) 
 
Regular source of 
healthcare? 
None         Pike Street          HealthPoint          St. Elizabeth Physicians        Emergency Department         
 
Other   specify _______________ 
                                                                                            
Number of ED 
visits in past 12 
months? 
None            1-2                   3-4                  4-6                 6 or more     *specify if other than SEH 
 
If yes, did you go by ambulance?   No       Yes    
Number of ED 
visits in past 3 
months? 
None            1-2                   3-4                  4-6                 6 or more     *specify if other than SEH 
 
If yes, did you go by ambulance?   No       Yes    
How would you 
rate your overall 
health? 
 
Excellent         Good           Fair           Poor   
What most 
concerns you 
about your 
health? 
Open response 
What is the thing 
you most need to 
improve your 
health? 
Open response 
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Appendix E 
 
Health Self Efficacy Scale 
 
Instructions: Indicate your level of agreement with each of the following statements by checking 
the box that best reflects your opinion. Check only one box for each statement. 
 
Participant Number:________________________ Date:__________________________ 
 
 Strongly 
Disagree 
Disagree Neutral / 
Not sure 
Agree Strongly 
Agree 
I am confident I can 
have a positive effect 
on my health 
 
     
I have set some definite 
goals to improve my 
health 
 
     
I have been able to 
meet the goals I set for 
myself to improve my 
health 
 
     
I feel that I am in 
control of how and 
what I learn about my 
health 
 
     
 
Lee, Hwang, Hawkins & Pingree (2008) 
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Appendix F 
 
Photograph Reflection Worksheet 
 
Participant Number Photograph # 
 
What is the focus of the picture? 
 
Why did you take it? 
 
 
S What do you See happening here? (What do you see with your eyes?)  
 
 
 
H What is really Happening here? (What is the unseen story behind the picture? What does the heart see?) 
 
 
 
 
O What does this picture tell us about how you take care of your health in your community?  
 
 
 
 
W  Why are things this way? (What causes you to take care of your health this way?)  
 
 
 
 
e How could this picture Educate? (help others understand the situation with your health?)  
 
 
 
 
 
D What can we Do about it (How does this picture provide opportunities to improve how you take care of your health?) 
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Appendix G 
 
Camera Distribution Acknowledgement 
 
Date Participant Name Camera Number Participant Signature Witness Signature 
 1. 
 
   
 2. 
 
   
 3. 
 
   
 4. 
 
   
 5. 
 
   
 6. 
 
   
 7. 
 
   
 8. 
 
   
 9. 
 
   
 10. 
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Appendix H 
 
Guidelines for Photography Ethics and Safety Handout 
 
Image Ethics 
 
1. Protect privacy – Consent is needed for taking pictures of people, private property or 
businesses that can be easily identified in the picture. For this project DO NOT take such 
pictures.  
 
Ask yourself? Is it invading anyone’s privacy? 
 
Consent Needed Consent Not Needed 
• Taking a picture of people (other 
than yourself) who are easy to 
recognize (faces, tattoos or other 
markings) 
 
• Taking a picture of someone under 
18 years old (a minor) 
 
• Taking a picture of someone’s 
personal belongings or personal 
property (other than yours) 
• Taking a picture of a public figure 
 
• Taking a picture of public spaces 
 
• Taking a picture of people who 
cannot be easily identified 
 
2. Do no harm to yourself – DO NOT enter dangerous situations just to take a picture. 
Danger can include physical, emotional, financial, or reputation. 
 
• Ask yourself: Will it harm me or others? Is it dangerous? 
 
3. Do no harm to others – DO NOT take pictures that can harm the reputation, safety or 
individual liberty of another person. 
 
• Ask yourself? Will it potentially put a person’s job, reputation, etc. at risk? 
 
4. Be truthful – It is important to make sure that situations are shown accurately in pictures.  
 
• Ask yourself? Is it truthful? Does it accurately represent the situation? 
 
Staying Safe While Taking Pictures 
 
1. Be aware of your surroundings 
2. Buddy system 
3. Do not do anything you would not usually do 
4. Do not go anywhere you would not usually go 
5. If someone is threatening you for your camera, give it up without a fight 
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Camera 101 
 
**The photographer will review this information with all participants when cameras are 
distributed 
 
1. Type of camera  
 
2. Parts of the camera  
 
3. How to take a picture with the camera – mechanics, tips for aesthetics 
 
4. How to view, edit and delete pictures 
 
5. How to care for and protect the camera 
• Protection from food, drinks, water, environmental exposure 
• Turning camera off and closing doors/shutters when not in use 
• Use wristband to avoid dropping it 
• Store in camera case when not using it 
• Keep the camera as private and secure as possible to avoid becoming a target for 
theft  
 
6. A group practice session taking pictures with the camera will be facilitated by the 
photographer. 
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Appendix I 
 
 
 
 
 
 
 PHOTOVOICE	
Abstract 
 
Background and Significance:  The interdependence of housing and health is substantial. A 
lack of housing is an independent risk factor for indiscriminate use of acute health services by 
homeless adults that is not offset by coverage with health insurance. Crisis driven service access 
leads to poor health outcomes with higher morbidity, mortality, and cost. Current 
recommendations, policies, and processes to address these issues are largely based upon the 
perceived needs of homeless adults from the viewpoint of service providers and are compounded 
by stereotype bias. Less known are the practical strategies homeless persons use to maintain their 
health and how they prioritize their health needs. This topic exposes an important informational 
gap. The purposes of this study are to a) uncover health related experiences of homeless adults, b) 
identify resource assets and deficits as perceived by homeless adults, and c) determine best 
practices for assisting a person who is homeless to meet their health care needs. The conceptual 
framework for this study is participatory action research. 
 
Methods:  A mixed methods approach will be used that combines Photovoice with a pre-post 
assessment of health self-efficacy. 
 
Evaluation: Participants will take photographs that represent what health means to them. These 
photos will be used to facilitate in-depth critical discussion. Thematic analysis of the interviews 
will be conducted. Additionally, pre/post scores on the Health Self-Efficacy scale will be 
compared for any change in perception relative to study participation. 
 
Clinical Implications: The findings from the study are expected to offer insight into best 
practices for improving health outcomes and informing policy and advocacy initiatives for 
homeless adults. 
 
 
Maintaining	One’s	Health	While	Homeless	
 Principal	Investigator	(PI):	Jennifer	Cline	Sponsoring	Institution:	Drexel	University	Contact	Information	for	PI:	clinej4@gmail.com	/	(859)	816-8884	
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STATEMENT OF AGREEMENT 
 
PART 1: RECRUITMENT 
By signing this form, I authorize Jennifer Cline (Co-PI), to recruit and meet with prospective Photovoice 
study participants at this location. I understand that recruitment will include distribution of flyers 
advertising the study to homeless adults and informational meetings held by the PI over a two-week 
period. Interested and eligible individuals will be enrolled in the study at that time. Recruitment dates and 
times will be mutually agreed upon prior to engaging in recruitment activities. 
 
I understand that decisions by prospective participants to participate, or not, in the study is in no way 
affiliated with this location nor is there any actual or implied benefit or risk to either the location or 
prospective participants relative to recruitment. Rather, this location serves as a common and familiar 
location where prospective participants are known to congregate and offers predictable access to this 
subset of the general population.  
 
I understand that this study is pending approval by the Institutional Review Board at Drexel University. 
Recruitment will not begin until formal approval has been granted, a copy of which will be provided to 
this location for verification. Ethical principles of research with human subjects will be strictly upheld. 
 
Location 
 
Printed Name Title 
 
Signature Date 
 
 
PART 2: IMPLEMENTATION 
By signing this form, I authorize Jennifer Cline (Co-PI) and the study team, consisting of Salena 
McKenzie, to implement the Photovoice study at this location. Implementation includes the provision of 
private meeting space on 3 occasions for approximately 2 hours each over a 5 to 6-week period. Meeting 
dates and times will be mutually agreed upon prior to engaging in implementation activities. 
 
I understand that this study is not affiliated with this location nor is there any actual or implied benefit or 
risk to either the location or participants relative to the use of this location as a meeting site. Rather, this 
location serves as a common and familiar location where participants are known to congregate and offers 
welcoming and convenient access for them. 
 
I understand that this study is pending approval by the Institutional Review Board at Drexel University. 
Implementation will not begin until formal approval has been granted and recruitment is finalized. Ethical 
principles of research with human subjects will be strictly upheld. 
 
Location 
 
Printed Name Title 
 
Signature Date 
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Appendix J 
 
Confidentiality Agreement 
 
 
I, __________________________ (please print first and last name), understand that the  
 
information that I will hear, see or read in the group meetings, audio recordings or transcripts  
 
may be of a sensitive nature. I will keep confidential any information that I have knowledge of  
 
that is contained in or related to the meetings, audio recordings or transcript. 
 
 
Signature of Co-Principal Investigator, Assistant Facilitator, Photographer and Research 
Participant 
 
 
__________________________________    ______________________ 
Signature        Date 
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Tables, Figures, and Boxes 
Table 1: Activities of the Project 
ACTIVITIES TIME 1 
 
TIME 2 
 
TIME 3 
 
Enrollment X   
Review project X   
Collect 
sociodemographics 
X   
Administer pre-
participation Health 
Self-Efficacy Scale  
X   
Critical discussion of 
photographs with 
participants 
 X  
Audio recording of 
participant 
discussions 
 X  
Administration of 
post-participation 
Health Self-Efficacy 
Scale 
 X  
Review of compiled 
photographs with 
participants 
  X 
Review of themes 
and member 
checking with 
participants 
  X 
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Table 2: Project Timeline 
WEEK 1 Post and distribute flyers at recruitment locations (ESNKY, WHNK, KCPL) 
WEEK 2-3 Recruitment period (Information sessions, enrollment and consent) 
WEEK 4 Meeting 1 (Orientation, camera distribution and education 
WEEK 5 Photographing (Participants take photographs according to the proposed theme) 
WEEK 6 Meeting 2 (In depth individual interviews with participants using their 
photographs to guide discussion) 
WEEK 7-8 Thematic analysis (Transcripts and notes); Captioning of photographs and 
creation of a visual story line 
WEEK 9 Meeting 3 (Presentation of visual story line to participants; planning for 
community dissemination of findings) 																
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Sociodemographics:		Sample	Characteristics	Figure	1a	 	 	 	 Figure	1b	
	Figure	1c	 	 	 Figure	1	d	
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Sociodemographics:	History	of	Homelessness	Figure	2a	 	 	 	 Figure	2b	
	Figure	2c	 	 	 	 Figure	2d	
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Sociodemographics:	Homeless	Health	Conditions	Figure	3a	 	 	 	 Figure	3b	
	Figure	3c	 	 	 	 Figure	3d	
	Figure	3e	 	 	 	 Figure	3f	
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Health	Self	Efficacy	Scale:	pre	and	post	Figure	4a	 	 	 		Figure	4b	
	Health	Self	Efficacy	Scale:	Central	Tendency	and	T-test	Figure	4c	
Participant Pre	Q1 Post	Q1 Pre	Q2 Post	Q2 Pre	Q3 Post	Q3 Pre	Q4 Post	Q4
1 5 1 4 1 4 3 5 1
2 4 4 3 4 3 3 4 4
3 5 4 4 5 4 4 4 4
4 3 4 3 4 3 3 3 3
5 5 5 5 5 5 5 5 5
6 3 5 4 5 2 3 1 3
7 4 4 4 4 4 4 4 4
8 5 1 4 2 5 2 5 1
9 3 4 4 4 2 4 4 4
10 4 4 4 5 3 5 3 3
MEAN 4.1 3.6 3.9 3.9 3.5 3.6 3.8 3.2
MEDIAN 4 4 4 4 3.5 3.5 4 3.5
MODE 5 4 4 4 4 3 4 4
T-Test 0.452546 1 0.832127 0.343436  
              *No significant change between pre and post assessment nor by T-test 
 
 
\ 
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Box 1: Prioritizing Health Needs 
Prioritizing Health Needs 
1. Finding Shelter 
2. Finding Food 
3. Maintaining Personal Safety 
4. Avoiding Injury or Illness 
5. Maintaining Environmental and Physical Health 
6. Maintaining Mental and Emotional Health 	*Identified	needs	are	listed	from	higher	to	lower	priority.	Health	needs	rank	well	below	survival	needs																			
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Table 3: External Resources 
Resource/Strategy Services  Assets Deficits 
Emergency Shelter 
Emergency 
Shelter of 
Northern 
Kentucky 
Temporary shelter for 
homeless adults (men 
& women – no 
children)  
No condition of 
sobriety required; 
offers showers, 
laundry, clothing 
and personal care 
items; offers 
structured 
programming to 
transition to 
employment, 
housing, and 
independent living 
Limited space, overnight 
shelter only, at risk of 
closing due to lack of 
community support 
Welcome House 
of Northern 
Kentucky 
Temporary shelter for 
adult women and 
women with minor 
children 
Offers structured 
programming to 
transition to 
employment, 
housing, and 
independent living;  
offers showers, 
laundry, clothing 
and personal care 
items 
Limited space; does not 
accommodate adult males 
Fairhaven Rescue 
Mission 
Temporary faith-
based shelter for 
adult men only 
If accepted, 
receives nightly 
shelter for 
maximum of two 
weeks; offers 
showers, laundry, 
clothing and 
personal care items 
Sobriety required – must 
pass breathalyzer; must 
consent to faith based 
program for shelter 
beyond two week 
maximum 
Parish Kitchen Serves lunch time 
meals every day  
Reliable food 
source every day of 
the year for men, 
women and 
children 
Food quality of limited 
nutritional value; portions 
small and not fully 
satisfying 
Soup Kitchens/Meal Programs 
Fairhaven Rescue 
Mission 
Serves evening meals 
every day 
Reliable evening 
food source 
Serves only adult men; 
must pass breathalyzer 
and participate in worship 
service to receive meal 
Hosea House Serves evening meals 
every day  
Reliable evening 
source of food for 
Food quality of limited 
nutritional value; portions 
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men, women and 
children 
small and not fully 
satisfying 
Food Stamps, 
Food Pantries, 
Donations, 
Churches 
Offer a supplemental 
source of food 
Variable based on 
eligibility and 
access 
Government subsidies and 
some other programs 
require proof of 
eligibility;  
Welcome House 
of Northern 
Kentucky 
Case management, 
housing, social 
security benefits, 
street outreach 
Provides wrap 
around supportive 
services to include 
housing based on 
eligibility  
Does not provide 
emergency shelter for 
adult males 
Miscellaneous Support Services 
Kenton County 
Public Library 
Access to computers, 
media, and indoor 
shelter from the 
elements 
Unofficial day time 
shelter that serves 
as a welcoming 
source of respite; 
participants indicate 
they often use the 
public bathrooms 
for addressing 
hygiene needs 
On-site social services not 
offered nor coordinated 
with other homeless 
community services 
Lord’s Gym Faith based gym that 
offers spiritual 
guidance and food 
Only source of 
recreation catering 
to homeless adults 
Does not provide or 
coordinate with other 
social services 
Covington 
Police/Jail 
System 
Enforces codes and 
ordinance relative to 
homelessness 
Ordinances 
criminalize 
homeless survival 
tactics (i.e. sleeping 
in public); 
participants indicate 
that some seek 
incarceration as 
respite and that 
police at times 
arrest someone who 
is homeless as an 
act of mercy 
Cyclical crisis driven 
service that reinforces 
criminalization of 
homelessness 
Thrift Stores, 
Charitable 
Donations 
Sources of clothing 
and personal care 
items 
Provides resources 
for meeting basic 
clothing and 
hygiene needs 
Securing items needed are 
subject to availability and 
any related cost 
Physical and Mental Health Care 
HealthPoint 
Family Care 
(HPFC) 
Federally Qualified 
Health Center 
providing primary 
care 
Caters to the 
uninsured and 
underinsured; 
accepts Medicaid 
HPFC closed their 
satellite homeless clinic 
May 2017 and no longer 
provides homeless 
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dedicated services; 
participants indicate that 
they find services to be 
unfriendly  
St. Elizabeth 
Physicians 
Community based 
primary under 
umbrella of St. 
Elizabeth Healthcare 
Source of primary 
and specialty 
healthcare 
Variable acceptance of 
Medicaid plans impairs 
access; participants 
indicate services are 
difficult to access and 
navigate 
St. Elizabeth 
Healthcare / 
Emergency 
Department (ED) 
Hospital system of 
care for emergency 
and inpatient medical 
management 
Reliable and 
geographically 
convenient safety 
net for health care 
ED lacks resources to 
adequately address needs 
of homeless clients; 
participants indicate they 
generally do not feel 
welcome, cared for, or 
that their concerns are 
taken seriously 
NorthKey 
Community Care 
Provides mental 
health and case 
management services 
Caters to uninsured 
and underinsured; 
accepts Medicaid 
Demand for services 
exceeds capacity; long 
wait times to see a 
prescriber for those 
needing psychiatric 
medication 												
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Table 4: Internal Strategies 
 
Resource/Strategy Significance Assets Deficits 
Panhandling Acquires cash to meet 
an immediate need; 
all participants 
indicate they have 
panhandled at one 
time or another to 
acquire food or 
alcohol and know of 
others who do so to 
acquire illicit drugs 
Quick source of cash 
access 
Not sustainable; 
relies on perception 
and goodwill of 
public  
Use of alcohol and/or 
illicit drugs 
Coping strategy for 
dealing with physical,  
psychological, or 
emotional trauma; 8 
of 11 participants 
describe using 
substance as “being 
well” and not using 
substance as “being 
sick” 
Readily accessible on 
street; offers 
immediate dulling or 
relief of 
multidimensional 
pain 
Chronic use leads to 
dependence and 
addiction, and 
contributes to 
impaired physical and 
mental health, 
impaired 
relationships, and the 
ability to maintain 
employment and 
housing 
Dress and Hygiene The ability to shower, 
groom and wear clean 
clothes facilitates 
“blending in” with 
the general public and 
promotes health 
Reduces perceived 
stigma within the 
local community  
Absent housing, 
participants report 
having to privatize 
public spaces (such 
as public restrooms) 
to address hygiene 
needs – this requires 
knowing what 
locations are 
accessible and when 
to avoid detection 
Behavior How one behaves 
determines the type 
of attention received 
 
Collectively, the 
participants report 
“blending in” 
behaviors include: 
1) Good hygiene 
2) Avoiding 
public 
“Blending in” 
behaviors reduce 
unwanted attention  
Unwanted attention 
engenders negative 
public perception and 
can result in 
incarceration 
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intoxication 
3) Cleaning up 
after oneself 
(‘leaving no 
trace”) 
4) Courteous and 
respectful 
demeanor 
5) Minimized 
visibility of  
survival 
tactics  
Creating “Family” Builds a support 
network within the 
homeless community 
based on shared 
experiences 
Participant quotes 
that speak to 
“family”: 
 
“A few of them out 
here have my back 
like military. That’s 
why I call them 
family.” 
 
‘He would do 
anything for me. He 
helps me when I need  
something. He is a 
good person.” 
 
“Now when I see him 
once in awhile, I give 
him a sandwich. I 
help him to make 
sure he eats, and to 
make sure he has 
something in his 
belly instead of that 
alcohol.” 
Despite the 
camaraderie 
developed, 
participants note they 
are also commonly 
victims of theft and 
assault 
Resilience Determines ability to 
survive harsh living 
conditions 
High resilience 
improves adaptability 
and overcoming of 
obstacles that 
facilitates the ability 
to exit homelessness 
Low resilience 
compromises 
adaptability, 
reinforces a cyclical 
crisis driven 
existence, and further 
entrenches 
homelessness 
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